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Introduction to the portfolio
This portfolio presents a selection of work that I carried out in partial fulfilment of the 
Practitioner Doctorate in Psychotherapeutic and Counselling Psychology course at the 
University of Surrey. It covers the main bodies of work and reflects the experiences that 
have influenced my personal and professional development as a counselling psychologist 
until now. The portfolio is divided in three dossiers. These highlight the three key areas of 
my training: the academic dossier; the therapeutic practice dossier; and the research 
dossier.
This introduction serves three functions: to ‘set the scene’ with personal background; to 
orientate the reader to and between the different parts of the portfolio; and to outline how 
the work presented in the dossiers informed and contributed to my development as a 
practitioner.
Background
I was bom to a Swedish mother and Spanish father and grew up in a coastal Spanish 
village where I spent the first eight years of my hfe. According to my mother, a decisive 
factor to start a family was the death of the Spanish dictator General Francisco Franco in 
1975. With his death four decades of fascist regime ended. Political changes brought 
optimism and a perception of a better future for children. Growing up within a culture that 
was re-bom politically left a considerable mark on my moral and ethical consciousness. 
My Spanish family, devoted Catholics and successful and wealthy business entrepreneurs, 
thrived during the Franco regime. I remember clashes between my dad and his parents, 
frequent social gatherings with vivid political and religious discussions and story telling 
about the past. This, coupled with our privileged position in society, made me acutely 
aware, at a very early age, o f the impacts ideologies and beliefs can have on society, 
individuals and family.
My parents divorced when I was eight years old and I moved to Sweden with my mother.
The Swedish side of my family has a working class background, with my grandfather 
being a descendant of travelling people known as Tattare. Henceforward, I grew up with 
increasing awareness of different political and social dimensions, cultural differences, 
linguistic plurality, and the enormous scope for growth and opportunity in diversity. The 
transition from post-Franco Spain to socialist Sweden opened new dimensions where 
there was not one ideology or language that described ‘reality’, not one way of structuring 
a family, not one way of being or seeing the world. My affinity towards social 
constructivist world views and difficulties in adhering to one single psychological theory 
(including the social constructivist) or model stems from this background.
Whilst working in a psychiatric hospital at the age of 18 I first considered a career in 
psychology. One particular day a charismatic, bearded, young and mentally tormented 
individual, lets call him Ed, told me at length about his distressing experiences. He told 
me how he had thrown out of his flat window all his music collection, including his 
stereo, after weeks of isolation, during which he fostered a sense of growing despair, 
loneliness and paranoia against the ‘outside world’. Once taken to a psychiatric unit his 
distress grew stronger, and manifested itself in unusual ways. He tried to jump out of the 
fifth floor window because the flowers down below were speaking to him, calling him to 
jump. He assaulted a male nurse as he perceived the nurse to have eyes in the back o f his 
head, which, he thought, were constantly spying on him, and somehow whispering threats 
to him. He told me this story after we had played a fairly competitive and immensely 
enjoyable game of table tennis. As I listened with fascination and curiosity, I felt for Ed, a 
young man, experiencing so much suffering and conftision. He said, looking sincerely at 
me with clear blue eyes that sparked through his thick glasses, “you are a very good 
listener, thank you”. Something was set in motion inside me -  what did I do that Ed found 
so significant? Given Ed’s extensive history with mental health services, I wondered 
about his previous experiences with mental health practitioners. I started to look around 
the various wards that I worked in and asked myself: do people have space to talk about 
their experiences?
The phenomenon of ‘hearing and seeing things’ began to fascinate me. I wanted to know 
more about it and what it meant for Ed. I became acutely aware of the absence of 
psychological wellbeing and the potential treatment holds within psychiatric 
environments. These reflections and realisations propelled me into studying psychology 
and have marked my research endeavours as a counselling psychology trainee. It was 
some years before my life took me to the UK to pursue this path, something I elaborate 
further in the Final Clinical Paper in this portfolio.
My experience with Ed and others in similar situations raised my awareness of how we 
interact, how I portray myself and how others perceive me. As I gained experiences in a 
variety of psychiatric institutions, I became more and more interested in the reasons why 
people who use these services were largely excluded from psychological treatment. 
Hence, a common theme in this portfolio is the exploration of the therapeutic relationship 
with people who experience hearing voices.
Ed and others like him planted a seed that led to a desire to build humanistic relationships 
and challenge systems. It also evoked a desire to get to know myself better. Parallel to my 
research endeavours I embarked on a quest of self-discovery, which is reflected 
throughout this portfolio.
Academic Dossier
The academic dossier includes three essays written during the three different stages of my 
training and practice. The first essay, written during my first year of training, pays 
attention to the issue of ‘hearing voices’ and the possible impact this might have on one’s 
sense of identity. This essay starts with two of my own close encounters within the realm 
of ‘hearing voices’ and was part of a module on life span development. I wrote it in 
preparation for my first year placement within an inpatient psychiatric unit. It is fuelled 
by a desire to normalise this phenomenon and to understand its possible impact on 
identity from a theoretical perspective. The second essay was written in my second 
psychodynamically oriented year. I was initially drawn to the idea of writing an essay on
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the phenomenon of ‘hearing voices’ from a psychodynamic perspective. The final choice 
of topic, narcissism, overrode my initial idea as I became inspired by a desire to 
understand the inner world of one of the long term clients I was seeing that year. This 
essay tackles narcissism by analysing the movie ‘Le Grand Bleu’ through the lens of 
Neville Symington’s theory of narcissism, Jung’s concepts of archetypes and Fromm’s 
views on (the inability to) love. It gave me a great opportunity to delve into one of the 
most confusing and frequently (ab)used concepts in psychotherapy, narcissism, and to do 
so with my own and my client’s ‘narcissistic currents’ in mind. In my third essay, 
coinciding with my third year of training within the cognitive behavioural therapy (CBT) 
model, I critically explore the therapeutic relationship and the concept of collaboration in 
CBT.
Therapeutic Practice Dossier
The therapeutic dossier relates to clinical practice and contains a brief overview of my 
placements and the client groups that I worked with.
My first year placement was in secondary care and divided between an inpatient unit and 
an intermediate psychological service (IPS). In both contexts my main theoretical 
orientation was person-centred psychotherapy. My second year placement was working 
within a psychodynamic framework at a specialised psychotherapy service for adults who 
were referred for long-term work. In my final year, I worked in three distinct places: a 
primary care service offering short term CBT; co-facilitating a ‘Coping with Voices’ 
group in a secondary care outpatient day centre; and in a recovery and rehabilitation team 
offering individual and group CBT for psychosis.
A major part of this dossier concerns my ‘final clinical paper’, which explores my 
personal and professional development and approach to practice.
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Research Dossier
The research dossier presents my research, which focuses on the personal interests 
already outlined in the introduction above, namely the experience of hearing voices.
The first year literature review is entitled: “The therapeutic relationship with people that 
hear voices and its dilemmas: a literature review”. I was interested in exploring the 
available literature on the therapeutic relationship with people that are distressed by the 
voices they hear. The review drew attention to important issues pertaining to the medical 
model and its negative influence on research endeavours with this client group. It also 
highlighted, contrary to the orthodox belief, that the research and application of intricate 
qualities of the therapeutic relationship is as relevant and important with people who hear 
voices as it is with other client groups. A second year project continued the theme and 
explored practitioners’ experiences of working therapeutically with people that hear 
voices. A variety of themes pointed out the richness and depth of therapeutic practice 
with people who experience voices. It also brought attention to the context within which 
the therapeutic work was taking place. In particular the findings stressed the importance 
of having a reflective space within which meaning making and discussions about voices 
could take place. Predominantly influenced by a medical model / approach, practitioners 
felt restricted in their ability to engage with meaning making processes of voices (e.g. 
lack of supervision, lack of alternative treatments, scared of exploring alternative 
meanings of voices with colleagues, etc). I resumed this theme in the third year and 
initially planned to record supervision sessions between practitioner and supervisor with 
the aim to explore practitioners’ meaning making processes of voice hearing experiences. 
However, due to practical circumstances (lengthy NHS approval procedures and lack of 
participants) I decided to explore the meaning making process of voice hearing 
experiences as re-constructed in qualitative journal articles. I drew on discursive 
interpretations on how researchers construct the experience of hearing voices.
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Academic Dossier
Introduction to the Academic Dossier
The academic dossier includes three essays written during the three different stages of my 
training.
The first paper explores the potential impact of hearing voices upon one’s identity. This 
essay was written during my first year training and drew upon personal experiences, 
comparing these with some of the available literature on this phenomenon and discussing 
the implications on identity. The potential role of counselling psychology within this 
domain is discussed.
The second paper, written in my second psychodynamic year, explores the concept of 
narcissism through the analysis of the movie Le Grand Bleu. It explores the consequences 
of early trauma and its impact on the ability to love -  one self and others.
The third paper was written within the context of my third year cognitive behavioural 
training, and critically discusses the role of the therapeutic relationship and concept of 
collaboration in cognitive behavioural therapy.
Since receiving feedback from the course team markers I have re-visited these essays. On 
some occasions this process led to an amendment of the structure following particular 
feedback, such as the suggestion to add a conclusion section to the second year 
psychodymanic essay (see feedback in Practice Portfolio, Appendix D, p. 7). Similarly, I 
responded to the suggestion I re-consider my psychological understanding of the CBT 
model (see feedback in Practice Portfolio, Appendix E, p. 8). Having acknowledged this I 
want to stress that the essays in my academic dossier are representative of my thinking at 
the time of writing, and should be considered as a product of the particular context I was 
surrounded by and knowledge I had at the time.
13
Paper 1 :
Discuss the implication on identity that the experience of “hearing voices” might 
have. What role could counselling psychology play in the process of identity re­
negotiation that may be faced bv some people who hear voices?
Making sense of my experiences; introducing the phenomenon of ‘hearing voices’
Suddenly I  fe lt a strange feeling o f déjà vu, I  was no longer sitting up but lying down, it 
was as i f  I  had suffered a sudden loss o f memory, several minutes; ‘Who was that? ’, my 
partner asked. Baffled, I  replied ‘Who?’. She continued; ‘that old lady you just spoke to, 
she said something to you, reached out to you, you reached out to her, and you spoke to 
her’. We were in Spain, my partner did not know Spanish, and she had never seen my 
long-time deceased grandmother, not even a picture o f her. Yet she hadjust described my 
grandmother, and saw and heard her interacting with me.
(Lloret, H. Personal memoirs, summer 1999, Spain)
The 9 year old boy, my good friend K eri’s son, was energetic and talking to me lively 
about some game he played with his friends, just like you would expect any child to do. I  
noticed he was occasionally closing his eyes, and then out o f the blue he explained; “do 
you know why I ’m closing my eyes? I  see spirits over there (pointing to the balcony) there 
is a bridge outside and they jumped down to the river to kill themselves, I  can hear them 
talk”. I  was perplexed, but nobody seemed to be estranged about these comments, and the 
boy continued to talk and play.
(Lloret, H. Personal memoirs, summer 2005, Aotearoa/New Zealand.)
What do we make of such experiences from a psychological point of view? How did my 
partner react to this unexpected, potentially frightening experience and how has this little 
boy maintained such a positive sense of identity? How have these experiences affected, if  
at all, my life and sense of identity? Before I attempt to answer these intriguing questions 
I will, as is the norm, endeavour to define the key terms -  ‘hearing voices’ and ‘identity’.
The phenomenon concerning this essay comes under many names, ‘hearing voices’, 
‘divine signs’ or ‘auditory and verbal hallucinations’ to name only three. Perhaps my
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partner and the little boy were suffering from a “failure of the metacognitive skills 
involved in discriminating between self-generated and external sources of information” 
(Bentall, 1990, p. 82), which is generally viewed as one of the “earliest signs of likely 
psychosis and one of the main causes of distress for people diagnosed with 
schizophrenia” (Wykes, 2004, p. 25)? Perhaps other religious or spiritual explanations 
that are tied to the particular context, history, geography and culture under which those 
situations occurred can give quite a different definition of events? Spiritual sources of 
explanation may give a positive interpretation, which enables the person to feel 
acknowledged and make positive use of these experiences whereas the former, 
psychological, scientific and medical sources of explanation may run the risk of negating 
the experience, explaining it as ‘false’ and rendering it as an indication of ‘illness’.
Inevitably, this essay is concerned with what Leudar and Thomas (2001) call the ‘politics 
of hearing voices’, that is, what people make of these experiences as they are “caught 
between the rocks of mystification and pathologisation” (p. 6). With this essay I intend to 
treat the phenomenon of ‘voices’ as existing within the realm of ordinary everyday life. 
This follows the tradition from authors specialising on the experience of hearing voices 
such as Romme and Escher (1993, 2000), Leudar and Thomas (2001), and Chadwick 
(2006). Their body of research supports Strauss’s (1969) conceptualisation that delusions 
and voices lay on a continuum with normal behaviour rather than there being a 
discontinuity, or large discrepancy, between what has been labelled as syndromes of 
illnesses and what is part of everyday experiences. Chadwick et al. (1996) comment on 
the result of their research:
One of the main achievements of the cognitive approach to symptoms has been to 
reveal how the assumption of discontinuity between ordinary experience and 
psychotic experience was imaginary -  there is considerable commonality between 
delusions and strongly held beliefs, and what differences exist are often subtle and 
represent variables of different themes.
(p. 176).
It is important, then, when discussing ‘hearing voices’ to consider that these experiences 
are not uncommon or abnormal. They constitute a part of the process which is life. For
15
instance, research has shown that people hearing voices often have an interpersonal 
relationship with their voices, which means they relate to the voices and people within 
their social environment in similar ways (Hayward, 2003). ‘Hearing voices’ is thus 
something that can have value and meaning to one’s life.
Interestingly, the concept of ‘hearing voices’ as being part of a continuum of human 
experience is concordant with the views of ‘identity’ and ‘self used in this essay. 
Breakwell’s (1986) Identity Process Theory posits that identity is to be seen as a 
“complex network of social and psychological processes” that “cannot be understood 
except in relation to its social context and historical perspective” (p. 9). Identity is 
therefore not a fixed, static unit sitting alongside a person’s experience, but an evolving, 
changing process “occupying a person’s entire lifespan” (Breakwell, 1986, p. 11). 
Similarly, Chadwick (2006) places an emphasis in the fluidity and process of what 
constitutes one’s identity, or ‘sense of self. For him the sense of self constitutes a process 
signifying a “person’s capacity to describe and identify with aspects of his or her 
experience” (Chadwick, 2006, p. 15). As will be discussed later in this essay, the 
experience of hearing voices can pose a substantial threat to one’s sense of identity. 
Retaining a sense of identity in spite of such threats can be a major coping factor and 
potential focus for therapeutic practice (Romme & Escher, 2000)
Chadwick (2006) is influenced by Buddhist psychology and stresses that what causes 
much of human mental suffering is the illusory belief that the self is fixed. The belief that 
we are fixed in certain ways (e.g. normal people do not hear voices) causes distress when 
confronted with the changing nature of experience (e.g. I am mentally ill/abnormal 
because I started to hear voices). When working with people that suffer great distress 
from their voices, Chadwick (2006) is furthermore influenced by the Rogerian concept of 
change and evolution, which posits that human beings tend to strive for “becoming all of 
the complexity of one’s changing self in each significant moment” (p. 15). Fusing this 
thinking with Buddhist mindfulness therapy, can give someone who hears voices plenty 
of room for re-negotiating the previously held constructions of the self that may have 
been fixed and narrow. Vivien Burr (2003) further conceptualises the idea o f socially
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constructed identities as potentially being fixed and narrow: “For each thread of our 
identity there is a limited number of discourses on offer out of which we might fashion 
ourselves” (p. 107). For instance, we might think “hearing voices is a sign of madness”, in 
which case the experience of hearing voices would create a conflict and be a source of 
great distress. In my second vignette, the little boy lived surrounded by a cultural 
discourse dominated by indigenous Maori values, which allowed his ‘voices’ and 
‘visions’ to be seen as something normal, even desirable and admirable.
Having outlined the rationale for contemplating ‘hearing voices’ as something that is not 
so uncommon, and the concept of ‘identity’ as flexible and context dependent, I will 
continue to draw from my personal experiences when discussing the possible effects on 
identity that hearing voices might have.
Benevolent voices, sense of control and retaining the sense of identity
The personal experiences depicted in the two vignettes above were not traumatic or 
negative for me or those who actually heard the voices. In fact, many people cope well 
with their voices. For instance, Romme and Escher (1993) found that out of 173 voice 
hearers, 58 appeared to have succeeded in finding some way of adequately coping 
without need for coming in contact with mental health services. A major difference 
between patients -  those who could not cope and needed psychiatric care - and non­
patients was that for non-patients the positive voices predominated. Most of the patients 
were afraid of their voices, none o f the non-patients were, and patients find their voices 
disrupting and upsetting. So the difference lies in patients’ negative experiences of their 
voices, where they have no perceived control over the situation. In contrast, non patients 
feel in control. What are the implications on identity for these voice hearers?
Utilising Glynis Breakwell’s (1986) Process Identity Theory may help to understand the 
impact of ‘voice hearing’ on identity. According to her, one of the processes by which 
identity operates is ‘evaluation’, whereby allocation of meaning and value to identity 
content, both old and new, is negotiated. This negotiation is mediated through four
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principles, self-esteem, continuity, distinctiveness and self-efficacy. Only when the 
evaluation, which may for instance involve comparison (e.g. comparing ‘se lf before and 
after hearing voices), does not comply with any of the principles is there a sense of threat 
to identity. For instance, if  voices are experienced as positive, you may retain a sense of 
control, positive self esteem, sense of continuity (e.g. you are still the same ‘you’ as 
before hearing voices) and distinctiveness. Your sense of identity is retained.
Another significant fact about my two experiences is that they were shared experiences. 
They were accepted and nobody implied it was a case of ‘hallucinations’, which led the 
experiences to be acknowledged and understood -  no threat to the persons’ identity was 
created. This point is readily available from the literature. The sharing of hearing voices 
with others in an environment that is perceived as supporting rather than threatening 
proves to be a pivotal factor for people who cope well with hearing voices (Blackman, 
2001; Romme & Escher, 1993, 2000). The implication, as Romme and Escher (2000) 
point out, is that hearing voices is better understood as an ‘interactional’ phenomenon 
reflecting the nature of the individual’s relationship to his or her own environment 
(Romme & Escher, 1993). Hearing voices is thus not simply an individual -  ‘from within’ 
-  psychological experience, but a social phenomenon.
Hence, fi*om my point of view the experiences became positive, accepted as part of the 
context we were in (e.g. my grandmother’s house, her love for me and my family, my 
partner’s sensitivity etc), which has helped me (and other members of my family who had 
similar experiences) to reconcile with the loss of our grandmother. Professor Marius 
Romme and science journalist and researcher Sandra Escher (2000) have written 
extensively on the experience of hearing voices and conclude:
... the group of voice-hearers who coped well with their voices and did not need 
psychiatric care were distinguished by their ability to retain their sense of identity 
in their dealing with their voices.
(p. 15)
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In my case acceptance of these experiences have had effects not only on my identity (e.g. 
coming to terms with a spiritual realm) and my relations with family members but also 
professional in terms of my ontological (what constitutes reality) and epistemological 
(how do I go about understanding reality) stance. Hence, my personal experience 
informed and shaped how I approached psychological research in general, and the subject 
of ‘hearing voices’ in particular. I became increasingly aware of the importance and effect 
of interpreting events and ascribing meaning to them.
So far, two important, interrelated factors about ‘hearing voices’ have emerged. The first 
is that the existing beliefs and knowledge about ‘hearing voices’ may be important not 
only for how individuals react to the experience of hearing voices, but also how people, 
or society react to voice hearers. Secondly, the nature of the voices -  if they are perceived 
as ‘good’ or ‘bad’ -  seems to have an impact on the perceived continuity and self-agency 
(sense of control) of one’s identity and hence on ones self esteem and coping abilities. 
Next, the effect of malevolent voices and its threat to identity will be discussed.
Malevolent voices, the threat to identity and coping
All ‘hallucinations’ are sensations in one or other modality. They are
problematical only if they are associated with distress
(Chadwick, 2006, p. 46)
A second process that, amongst other things, operates to maintain our sense of identity is 
according to Breakwell (1986) assimilation-accommodation. Here new elements are 
brought into the already existing components of identity. If the voices are malevolent it 
could be very hard to accept them as part of you because they may be perceived as a 
threat to your identity. Chadwick (2006) explains that for clients, self-acceptance means, 
among other things, accepting unpleasant psychotic sensations without struggling against 
them or defining themselves in terms of these experiences. Similarly, Romme and Escher 
(2000) point out that an important element, albeit a very difficult one to achieve, in 
coping successfully proves to be the acceptance of the voices. This appears to be related
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to a process of growth towards taking responsibility for one’s own decisions. A major re­
negotiation may take place here, as malevolent voices many times appear to be related to 
aspects of your personal life, relationships and unconscious thoughts and wishes (Romme 
& Escher, 2000). Hence, another important step required to achieve a re-negotiation of 
identity for those who hear negative voices is ‘recognising meaning’.
Romme and Escher (2000) give an example of a voice hearer whose husband has feelings 
of anger towards her as she seemed to be able to speak out loud what her husband had 
been thinking (even when he gave no overt sign of what he might be thinking). The 
voices she heard intensified this anger, and told her that her husband would murder her. 
She became afraid of him, to his confusion. In this case, the voices expressed what she 
herself was feeling: aggression was a particular problem in her relationship, and 
something of which she was afraid. Here, I believe, the implication for counselling 
psychology is evident. Voices need to be understood, and a counselling psychologist can 
help in deciphering these embedded meanings, rather than seeing the voices as indicating, 
for instance, ‘paranoid schizophrenia’. It is a neat example of how meaning can be 
embedded in voices. These meanings can surface and help to understand, and hence 
alleviate the experience, even sometimes getting rid of the voices (Romme and Escher, 
2000, Chadwick, 2006).
Conclusion
The phenomenon of ‘hearing voices’ can be understood as a part o f common human 
experience. Its effect on identity can be positive depending mainly on the context in 
which the voice hearer is situated -  accepting versus hostile environment - and on the 
content of the voices -  benevolent versus malevolent voices. Benevolent voices do not 
seem to constitute a threat to the processes which enable us to retain a positive identity, 
whereas malevolent voices may produce a threat to several of the principles mediating the 
processes of identity such as self-efficacy, self-esteem, and sense of continuity. These 
threats may be hard to overcome although counselling psychology can have an important 
role in re-negotiating identity by helping to clarify meaning and coming to terms with 
acceptance of the voices.
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Paper 2:
“What kind of man has dolphins as family?” A study of narcissism in ‘Le Grand 
Bleu’.
Art and psychology
The purpose of this essay is to use Luc Besson’s film Le Grand Bleu (The Big Blue) to 
illuminate, through the lens of psychoanalytical literature and my own pursuit of self- 
knowledge, the depth and richness, which lies within the concept of narcissism. It is also 
an exploration of the consequences of childhood trauma. Noam Chomsky (1988) said that 
it is quite probable that we will always leam more about human life and human 
personality from novels and film than from scientific psychology. Symington (1993) 
points out that great literature and film aims to describe the different parts of ourselves, 
the inner conflicts of the soul -  in great art, action always signifies the inner world. The 
cinematic experience, which was, interestingly, ignored by Sigmund Freud, overcomes 
the forms of the outer world -  space, time and causality — and adjusts events to the inner 
world that is attention, memory, imagination and most importantly, emotion. As 
Greenberg and Gabbard (1990) point out, cinema makes the one art form that 
“consistently reflect back to us our unique style of organizing experience, constantly 
recording what it is like to be at once within the world, and within oneself’ (p. 93). Thus 
the visual imagery and interpersonal drama of Le Grand Bleu illustrates the inner, 
‘psychic reality’ of a struggle, which is less readily captured in words. Similarly to the 
myth of Narcissus, Le Grand Bleu is a drama about the enduring inability to love (others 
and one self), which ultimately leads to tragic death. Real life diver Jacques Mayol, the 
inspiration and co-writer of Le Grand Bleu, committed suicide in 2001 (BBC, 2001), 
making the interpretations of Le Grand Bleu the more interesting as the reality of death 
impinges and transcends the fictional characters of the movie.
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A word about Narcissism
There is a vast and contradicting literature on narcissism, which has a history and 
reputation to be an ill-used and confused term in psychoanalysis (Pulver, 1970; 
Symington, 1993). This literature spans from situating Narcissism on a clear cut 
diagnostic category within the cluster B Personality Disorders (APA, 2005) to placing it 
on a continuum of internal psychic, interpersonal and social functioning. I will adhere to 
the latter point of view, which includes aspects of love (Fromm, 1957), Bion’s (in 
Symmington & Symmington, 1996) notions of motivation, and Symington’s (1993) 
theory of narcissism. Due to word limitations I omit other concepts such as projective 
identification (Young, 1994) and shame (Mollon, 1993). The uniqueness of looking at 
narcissism in Le Grand Bleu lies within the opportunity to focus on love and death — 
intrinsic parts of human experience, which are surprisingly absent (or abstracted to the 
forms of libido, object relations, attachment, narcissistic affect) in the psychological 
literature.
If we accept that what is introverted; grandiose; crazy; exaggerated and suicidal is all a 
matter of degree, if we accept that narcissism lies on a continuum of experience, then we 
can recognise that we all have currents of narcissism in ourselves and that this can be 
profoundly distressing to realise. Therefore the endeavour of this essay is also relevant to 
psychotherapy, as it is important for psychotherapists to grasp our own inner currents of 
narcissism in order to avoid pointing out aspects of clients that we ourselves disown 
(Symington, 1993).
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The narcissistic option
The Big Blue portrays the life and rivalry o f two free deep sea divers \  Jacques Mayol and 
Enzo Molinari? Jacques is the son of a French fisherman and an absent North American 
mother. Enzo is an Italian bom with a strong mother figure and a mysteriously absent 
father. Set in the beautiful Greek islands, the movie begins in black and white inviting us 
to indulge in Jacques and Enzo’s picturesque Greek coastal village where Jacques plays 
not with other children, but with fish amidst an abundant sea fauna on the shores o f the 
Mediterranean. Prolonged imagery of the calm Mediterranean ocean sets a slow, 
meditative pace that contrasts the inner turmoil -  ‘narcissistic rage’ (Mollon, 1986) — of 
the two protagonists. We witness an encounter between the young versions of Jack and 
Enzo in the village harbour, where Enzo’s competitive and grandiose features are 
presented as he arrogantly challenges Jacques to dive for a coin, which Jacques refuses to 
do. We are also shown how Jacques helps his father and uncle Louis to go shell fishing. 
This involves the father diving in an ancient and heavy diving suit whilst Jacques and 
uncle Louis assist with rope and oxygen from the boat. The whole scene is witnessed by 
young Enzo who is fishing and observing from a cliff nearby. The following is an extract 
from that scene:
Jacques: You shouldn’t dive everyday papa.
Uncle Louis: Then you shouldn’t eat everyday.
Father: Don’t worry, when I am tired, the mermaids help me out.
The father descends into the sea. Meanwhile, onboard the boat:
Uncle Louis: Hey, have you ever seen a mermaid?
Jacques: No
Uncle Louis: I have seen them, don’t you want to know where? Why don’t 
you ask me?
Jacques: What?
 ^ Free deep sea diving is also called ‘apnea’ diving -  a sport which is based on a variety o f underwater 
challenges, mainly deep sea diving, carried out on a single breath. The contemporary world record in the 
‘No Limit apnea diving’ is an astonishing 214 metres (702 foot) deep.
 ^ Jacques Mayol had in real life a friendship and rivalry with eccentric and powerful Italian diver Enzo 
Maiorca.
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Uncle Louis: Where I saw mermaid, why don’t you ever ask any questions? I 
am always the one asking the question, here we are like two stones and now I 
am talking to myself, ask me something GOD DAM IT.
Jacques: Why did my mother leave?
Uncle Louis: Your mother didn’t leave, she went back to America that’s all, 
it’s her home, women are like that, unpredictable, like the sea.
(Chapter 5, minute; 10)
After this sequence the father gets sucked into the sea in an accident, and there is a 
traumatic scene with Jacques crying and reaching for his dad in the bubbling water from 
the edge of the boat whilst Louis holds him back. This traumatic, sudden detachment 
from the father sets the background for Jacques’ psychological landscape -  and the 
special bond between him and Enzo (who witnessed the tragedy).
It’s important to pause here and think of the significance of trauma and how Jacques sets 
out to defend himself from its excruciating pain. Wilfred Bion (in Symmington & 
Symmington, 1996) thought that we may very early in life choose between pain (what 
Symington refers to as the ‘narcissistic choice’) and pleasure. From the dialogue above, 
we can see that the absence of emotional giving from the mother (“why did mother 
leave?”) has been traumatic for Jacques, who seems as a child to already have distanced 
himself from his human surroundings (playing with fish in the sea) and being introverted 
(“you never ask anything”). The crueial determinant in mental growth, according to Bion, 
is whether the individual decides to evade frustration or to tolerate it, this is a basic 
motivational principle. Symington (1993) thus speaks of the ‘pull towards narcissism’; 
the more intense and the younger you are in the trauma you will levitate more or less 
towards evading or tolerating pain. In order to evade his painful emotions emanating out 
of the absent mother and now the father’s death, Jacques unconsciously chooses to insert 
himself into the ‘traumatizing agent’ (Symington, 1993), disassociating himself from 
these painful memories, starting to live in a cocoon -  a ‘narcissistic envelope’ 
(Symington, 1993) -  where the mermaid and dolphin world become part of his grandiose, 
magical, identity. Symington (1993) focuses on the emotional relationship to trauma and 
the unconscious choices the individual makes either towards authenticity and spontaneity
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or towards the use of magieal pretence in order to evade psychic reality (pain) and to 
avoid external reality.
Symington (1993) believes that narcissism is a root cause to all psychological ailments, it 
is a phenomenon that prevents us from the creative state, prevents the flow of energy that 
allows us to construct our own inner and outer life. Symington also recognises the 
importance of how we react and respond to trauma. I will continue to introduce snap shots 
of the movie to highlight instances that illustrate the emotional actions that tend towards 
or against what Symington calls the ‘lifegiver’, the mental object or energy, which allows 
us to be creative and construct our own inner worlds and interpersonal lives.
Personally, as a teenager, I remember being provoked, to quite intense feelings after 
seeing this first traumatic scene from Le Grand Bleu. Now, when 1 reflect over my own 
initial reactions, I would like the reader to have in mind the introspective effect of the 
cinematic experience and the continuum, which entails the narcissistic current mentioned 
earlier. I believe on a conscious level my emotional reaction was due to the quite obvious 
similarity to my own separation from my father. Now, this scene still evokes an emotional 
reaction perhaps due to a lurking realisation that my own experiences propelled me closer 
into the ‘narcissistic option/current’. I believe I often retreated to dark places in order to 
avoid the frustration and pain of separation. Retreating into a ‘narcissistic cocoon’ 
allowed me to survive emotional pain as a child, and 1 believe it has rippled into the way 
in whieh I relate to people -  in particular in intimate relationships and therapeutic 
relationships. Intimacy and listening to elients’ difficulties (whieh at some level always 
resonate with one’s own experienees) means my own narcissistic currents will be, at some 
level, present in the room. Through my personal therapy and the reflective environment 
provided by my course I have been able to revisit my past and to actively make choices 
towards the lifegiver. For example by speaking out and sharing of my feelings in the 
personal and professional development (PPD) group during my first and second year 
training. Being able to accept and process (positive and challenging) feedback from 
others has facilitated a gradual dismantling of the cocoon, a gradual emotional release and 
awareness. Embarking on psychology training is part of a life time orientation -  a
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sometimes painful option towards self-knowledge -  an option to the ‘lifegiver’, to 
emotional discovery. An option, which Jacques, as we will see, is given in the form of 
love but one which he turns down -  self knowledge can come with unbearable pain and 
we can go to extreme lengths to avoid it.
Synopsis of the story
Right after the traumatic death of Jacques’ father the movie fast forwards 20 years into 
the adult world of Jacques and Enzo -  both still dedicating their lives to diving. After a 
fortunate event in which Enzo and his brother Roberto make a sudden gain of cash, Enzo 
is able to look for Jacques Mayol (whom has left the Greek islands and is reluctant to 
compete against Enzo) and make sure that he attends the world championships in free 
diving. They attend a few competitions and Luc Besson takes us, with humour and drama, 
through Jacques’ obsession with dolphins; his inability to conneet emotionally with 
Johanna, a pretty blond woman from the United States (symbolically representing the 
absent mother who left to USA); and Enzo’s subordinate relationship with his mother and 
his unfortunate relationship with Bonita, a Spanish woman. Eventually, after a difficult 
dive, Enzo dies in the arms of Jacques, a traumatic scene, which takes Jacques back to the 
loss of his father. Shortly after Enzo’s death, Jacques wakes up from a nightmare and 
rushes out to make a desperate dive into the dark ocean -  his ultimate death act -  in spite 
of Johanna’s pleas and disclosure that she is pregnant. What kind of forces drove Jacques 
(and Enzo) to such struggles with relationships and such dramatic endings of their lives? 
Earlier I set the scene for Jacques’ inner retreat following his trauma as a young boy, I 
continue to apply the concepts of narcissism to understand the metaphorical drama that is 
played out in the movie.
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Magical pretence and narcissism
An analytical perspective takes us beyond the visual to the relational, interpersonal, intra 
psychic world of the main characters, and possibly our own. In ‘Man and his symbols’, 
Jung (1964) proposed that the mother archetype is symbolized by the primordial mother 
or "mother earth" of mythology, by Eve and Mary in western traditions, and by less 
personal symbols such as the church, the nation, a forest, or the ocean. Aeeording to Jung, 
someone whose own mother failed to satisfy the demands of the archetype may well be 
one that spends his or her life seeking comfort in the church, or in identification with "the 
motherland," or in meditating upon the figure of Mary, or as Jacques does, upon 
mermaids, dolphins, and the deep blue sea.
Jung (1964) points out the paradoxieal in trying to put into words that which is impossible 
to define with precision, the concept of ‘archetype’, he argues, is not merely a word or 
philosophieal concept; it is a piece of life itself -  realities that are vividly tied up with a 
living person through their feelings. Hence, exploration of the sea may easily be 
associated with a curiosity about the female body, in particular, the body of the mother. 
However, Besson takes the sea metaphor to a deeper level, as the characters are not 
merely curious about the sea (female body), they want to conquer it (Enzo) and become 
enmeshed with it (Jacques). After a drunken night, Jacques shows a picture of a dolphin 
that he keeps in his wallet to Johanna, and desperately cries “what kind of a man has 
dolphins as a family?”. Jaeques’ drive to succumb to the intense silence and depth of the 
sea, his deep longing to connect with dolphins, can be understood as a wish to fulfil and 
satisfy the demands of the mother archetype -  he has the demand but not the fulfilment. 
This is metaphorically expressed in a number of ways. In the following extract, Jacques 
tells Johanna, over the phone, about a mermaid myth:
Do you know what, if you are supposed to meet a mermaid, you go down to 
the bottom of the sea, where the water isn’t even blue anymore, the sky is 
only a memory, and you float there, in the silence, you stay there, and you 
decide that you’ll die for them, only then they start coming out, they come, 
and they greet you, and they judge the love you have for them, if it is sincere, 
if it’s pure - they’ll be with you, they’ll take you away for ever
(Chapter 41, hour; 1. minute; 39)
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It is as if he is saying that in order to meet his absent mother, whom he has projected onto 
the sea and mermaid metaphor, he has to surrender himself entirely to the wish to die for 
them (something which in the end he does). By dying in the arms of the mermaid he 
merges with the sea, a complete retreat to the narcissistic cocoon, a complete fulfilment of 
the narcissistic choice. For as long as Jacques is under the sky, and not under water, his 
life feels unfulfilled.
In another signifieant scene we can see Jacques and Johanna re-unite and make love in a 
hotel room. Jacques is having a waking dream whilst making love. He sees himself 
swimming up from the depths of the sea toward the surface, naked. The face of Jacques 
reveals bewilderment as if  in the midst of a process. Johanna asks “what is it”, he looks at 
her and replies “I think I love you”. It is as if  he is rescued by Johanna from the depths of 
the sea, instead of re-uniting with the mother archetype, he is now coming back to the 
external world. With the vivid dream sequence Jacques is emerging from, escaping from 
the narcissistic envelope, which is his idealised, magical, internal, grandiose mermaid, 
dolphin mother figure and into the world under the sky, into Johanna’s loving arms. Here 
I sense there is hope for a “reversal of narcissism” (Symington, 1993, p. 81). We sense a 
glimmer of hope for Jaeques to emerge from the narcissistic envelope, to say yes to life 
and yes to tolerating his painful past experiences. But is he really capable of loving and of 
confronting his narcissistic currents? It is a false hope, for the narcissistic current in 
Jacques is too strong, it is seemingly irreversible.
Narcissism, love towards oneself, and love towards others
Freud described the egoist (the narcissist) as re-directing the libido from an external 
object to the internal object, which resides in the ego. In Freud’s (1963) own words:
“From this we can conclude that the melancholie has, it is true, 
withdrawn his libido from the objeet, but that, by a process which we 
must call ‘narcissistic identification’, the object has been set up in the 
ego itself, has been, as it were, projected on to the ego.” [...] The 
subject’s own ego is then treated like the object that has been
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abandoned, and it is subjected to all the acts of aggression and 
expressions of vengefiilness which have been aimed at the objeet.”
(p. 427)
Fromm (1957) posits, however, that Freud mistook himself in referring to the narcissist as 
simply unable to love others and directing the love -  libido -  to his own ego. Fromm 
suggests that not only other people, but we, ourselves, are ‘objects’ for our feelings and 
attitudes, the attitudes towards others and ourselves, far from being contradictory, are 
basically inseparable; in order to love others we must first be able to love ourselves. Thus, 
someone who has taken the narcissistie path is unable to love him/herself -  he remains a 
mystery to himself. To be amongst people, under the sky, becomes unbearable beeause he 
recognises nothing in them that he can relate to himself. Such is Jacques’ state of 
narcissism that when he is immersed in his magical pretence, in his archetypal longing, in 
the depths of the sea, he finds it difficult to resurface to the breathing world. This is 
illustrated in the following sequence from the final diving eompetition, in the hotel. 
Johanna asks Jacques:
Johanna: How does it feel when you dive?
Jacques: It’s like slipping without falling, the hardest thing is when you hit 
the bottom 
Johanna: Why?
Jacques: Cause you have to find a good reason to come back up ... and 1 
have a hard time finding one.
(Chapter 59, 2 hours, lOminutes)
Not long after this sequence they take a walk out to the rocky coast, where Jacques used 
to dive as a child. Johanna has the intention of telling Jacques about her love for him and 
the pregnancy. There is a scene in which Jacques is looking for a prolonged time into the 
ocean, Johanna states: “It scares me when you look into the sea like that”. He replies: “I 
used to dive here when I was a child”. One cannot but notice the similarities between 
Jacques and the myth of Narcissus; Narcissus origins are preceded by the pronouncement 
that he should not know himself and that he should remain in ignorance of who he is and
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where he comes from. In the myth, Tiresias’s pronouncement foretells that Narcissus’ 
search for his self will lead to his death at the pool (Mollon, 1993). It is as if  Johanna’s 
fear is Tiresias’ pronouncement, that Jacques’ seareh for himself in the ocean will lead to 
his death. In Le Grand Bleu, death is foreshadowed in the visual of the lifelessness around 
the dark waters. In the myth, when Narcissus sees himself in the reflection of the pool, the 
reflection represents the theme of illusion (of knowing himself), just like the depths of the 
waters in Le Grand Bleu are associated with the illusion of re-uniting with the mermaid, 
with the mother, with the self.
Narcissistic death
We might wonder whether Jacques fixation with the sea and his difficulty to resurface is 
refleetive of the intensity of his need for a mirroring response of a more human kind. He 
is provided with the human response of love but tragieally is unable to hold on to it. 
Trapped in his illusion, Jacques seems to be struggling to grasp something elusive, indeed 
his own self. The darkness in the oeean can be taken as a representation of the soul, 
(unconscious), thus Jacques could be understood as diving at and trying to grasp his own 
soul, his own deeper self. In the myth of Narcissus, the recognition that the self-reflection 
is him, and that it is unreachable -  he can never be united with himself -  leads to despair 
and death. Similarly, Jacques’ realisation that he will never grasp or reaeh his father 
(himself) leads to despair, he needs to run to the womb, to the mermaid, to re-unite with 
the mother archetype.
When Jacques steppes out one last time to the diving centre after Enzo’s tragic death, he 
finally lets go of the structure that ties him with reality, and surrenders completely to his 
‘psychic reality’ -  his internalised mother, the maiden, a full and complete destruction of 
external reality. There is a complete re-enactment of the loss of the father by making 
Johanna witness him being sucked into the water. Symington (1993) speaks of inserting -  
pulling -  oneself into the traumatizing agent. Jacques in fact becomes his father by being 
pulled into the water to meet the mermaid. He had to immerse himself fully with the
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internal world, there seemed to be no choiee. The nareissistic circle reaehed its extreme; 
he is incapable of loving himself, o f knowing himself, and thus of loving and entering 
into a relationship with others.
Conclusion
This essay, whilst not explicitly addressing a theoretieal understanding of the movie in 
relation to psychotherapeutic practice, has been a quest to understand from a 
psychodynamic point of view the possible consequences of childhood emotional trauma. 
The concept of narcissism is helpful to understand the pain involved in reaching out from 
the nareissistic cocoon into a relationship where love in all its ramifications is 
experienced. More importantly, the process of reaching out involves possibilities of re­
conciliation with one’s own emotional pain, which is why the therapeutic endeavour can 
be seen as a ‘reaching out to oneself. Following this idea, a psyehotherapist needs, as 
much as a client, to be in touch with their emotional pain in order to be more fully present 
in the therapeutic relationship. This can avoid the therapist placing into the client his/her 
own disowned narcissistic currents, and thus facilitate clients’ journey towards 
reconciliation with their emotional pain.
Jacques was unable to reach out to himself; instead he succumbed to the magical pretence 
that accompanies the protective bubble of narcissism. Johanna tried to reaeh him, and had 
to accept his relentless search for the archetypal mermaid. An understanding of Jaeques’ 
narcissistic struggle allows a deeper recognition of human interrelatedness, love, and its 
difficulties. Universal issues familiar to the therapeutie consulting room.
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Paper 3:
A critical review of the use of the therapeutic relationship and the concept of 
collaboration in cognitive-behavioural therapies
Brief introduction to cognitive behavioural therapy
In this essay I will critically explore cognitive behavioural models with an emphasis on 
how the therapeutic relationship and the concept of collaboration are construed. First I 
will give a brief introduction to the basic principles of the model.
Chadwiek, Birchwood and Trower (1996) point out that whilst there is no single cognitive 
theory or therapy “a commitment to cognitive mediation may be the only attribute which 
is common to all cognitive theories and therapies” (p. 1). Reactions to events, it is 
suggested, are mediated by cognitions (automatic thoughts, images, and beliefs). The way 
a person construes a situation is emphasised. Experiences and interactions form people’s 
assumptions and eonditional beliefs such as “if  they see who I am then they will reject 
me” or rules like “I must always comply”. According to Beck, Rush, Shaw and Emery 
(1979) these assumptions and beliefs are subsequently used to organise perceptions and to 
govern and evaluate behaviour.
In cognitive behavioural therapy (CBT) the therapist’s role is to help the patient recognise 
these particular occurrences of distorted thinking and to help the person evaluate both 
their behaviour and dysfunctional thoughts (Moorey, 2003). ‘Dysfunctional’ thinking has 
gradually been replaced with ’unhelpful’ or ’unconstructive’ thinking (Giovazolias, 2004). 
The aim is to modify cognition that creates “change in the patient’s thinking and belief 
system” (Beck, 1995, p. 2). In CBT, change is often conceptualised as mediated through 
systematic testing of unhelpful thinking and through being exposed to situations which do 
not fit our beliefs about the world. The underpinning assumptions are that unhelpful
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thinking influences people’s mood and behaviour and that this “is common to all 
psychological disturbances” (Beck, 1995, p. 1).
I provide two examples of how thinking processes are situated at the core of CBT models. 
Wells’ (1997) theory of anxiety posits that debilitating and non-debilitating worries are 
similar. The difference with worry when expressed in debilitating anxiety is the form  that 
worry takes and more importantly the person’s negative appraisal of the significance of 
worrying. According to Wells (1997) the emotional and behavioural reactions to these 
worries often ftmetion as ‘evidence’ for the worry being tme, creating a vicious circle. 
For instance, not going to the cinema because of reactions to what Wells calls Type 1 
worry (e.g. “I might hear or see something I can’t cope with”) can cause a ‘meta-worry’, 
or Type 2 worry (“I am nuts”). Therapy then targets, for instance. Type 2 worries by 
normalising the experience of anxiety, and Type 1 worries by challenging the validity of 
such catastrophic predictions. A recent meta-analysis of 11 effectiveness studies pointed 
out that cognitive behavioural treatments for anxiety are associated with amelioration of 
anxiety at the end of treatment and again at follow up (Ingen, Freiheit, & Vye, 2009).
In the use of CBT for voices, paranoia and delusions, Chadwick et al. (1996) adapted 
Ellis’ (1962) ABC model to focus on the cognitive mediation of stress as opposed to 
‘symptoms’. ‘A ’ stands for Activating event, ‘B’ for Belief and C’ for emotional and 
behavioural Consequence that follows from the B, given A. The B for Belief includes 
four cognitions: images, inferenees, evaluations and unhelpful assumptions. For instance, 
when an individual hears a voice (A), which is then interpreted in one way or another 
(e.g. as horrible, friendly or as a symptom of an illness), this assigned meaning (B) 
influences the way the individual behaves or responds (C). In this way the distress and 
coping behaviours are conceptualised as consequences not of the experienee of, for 
instance, hearing voices in itself but of the individual’s beliefs about the voices. This 
approach has proven successful with people who suffer from voices that issue commands 
(Trower et al., 2004) and voice hearers that experience shame and humiliation 
(Birchwood, Meaden, Trower & Gilbert, 2002).
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A typical CBT session involves the therapist to identify and speeify a problem important 
to the client, to recognise and evaluate an associated unhelpful idea, to devise a 
‘reasonable plan’, and assess the effectiveness of the intervention (Beck, 1995). This is 
done by handing over individually tailored behavioural and/or cognitive assignments (to 
be completed between sessions) in a “planned and logieal fashion” (Beek, Rush, Sharw, 
& Emery, 1979, p. 45). A major part of CBT work consists of constructing a 
developmental diagram, which involves mapping out early experienee, core beliefs, rules 
that link with behaviour, triggers for current episodes and an analysis of situations 
involving distressing (automatic) thoughts, feelings, behaviour and body state.
Critical appraisal of CBT theory
Whilst the descriptive elements of eognitive theory often are substantiated, the reliability 
of the cognitive formulation method as having a positive impact on therapeutic outcome 
is modest at best (Bieling & Kuyken, 2003). Developmental diagrams provide a sense of 
linearity, which give a simplistic cause and effect illusion (e.g. trauma as a child causes 
depression later on). They also create the impression of being in a closed system - it is not 
apparent how to break out (Chadwick, 2006). Chadwick, Williams, and Mackenzie’s 
(2003) research suggests that for some patient groups the sharing of developmental 
diagrams may create therapist-client distance; it is a positive experience for the therapist 
but not the elient. In addition, the developmental formulation method can be too problem 
focused because there is a lack of diagrams emphasising positive thinking and strengths. 
It has regularly been criticised for representing a rather technical, arguably superficial 
approach to human distress, as well as requiring a therapist role that is excessively 
dominant. Additionally, the focus on technique and patient ‘deficits’, coupled with a lack 
of a theory driven conceptualisation of the therapeutic relationship (as I illustrate below), 
often leaves the role of the therapist unchallenged when considering therapy outeome. 
Furthermore, CBT’s emphasis on cognitive bias as underlying all psychological 
disturbances has been criticised. For instance, research shows no strong evidence for 
abnormal levels of dysfunctional attitudes, automatie thoughts, and emotional 
information-processing biases in people with affective disorder when compared to healthy 
controls (Lex, Meyer, Marquait, Thau, 2008).
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The therapeutic relationship in CBT
The impaet of the therapeutic relationship on therapeutic outcome has been studied 
extensively with over 2000 studies documenting the predictive power of the therapeutic 
alliance (Horvath & Dedi, 2002; Horvath & Symonds,1991). This literature suggests that 
the therapeutic relationship is more important than spécifié techniques, and that causal 
mechanisms for therapeutic change are: therapist confidence; expectations for 
improvement; and a therapeutic relationship that is characterised by warmth, 
understanding, acceptance, kindness, human wisdom, and empathy (Horvath & Dedi, 
2002; Horvath & Symonds, 1991). In less directive therapies clients construet an image of 
the therapist based on her own predictions and rules about people. Consequently the 
therapeutic endeavour often evolves around the misinterpretations (or transference) 
resulting out of this dynamic (e.g. Symington, 1986). Other therapies conceptualise the 
therapeutic relationship as the place within which change can occur given certain 
neeessary conditions such as warmth, unconditional positive regard and empathy (e.g. 
Rogers, 1951; 1967). The focus and vehicle of change in this type of therapies is 
relational and explained from the dynamics that take place within and out of the 
therapeutic relationship (e.g. Clarkson, 2004). Cognitive therapies generally aim to 
diminish misinterpretations and are often portrayed as placing little emphasis on the 
therapeutic relationship. It is therefore important to understand how CBT positions itself 
in terms of these therapeutic qualities. The reminder of the essay will discuss how CBT 
conceptualises the therapeutic relationship with a focus on the eoncept of collaboration.
In CBT, developmental formulations and therapeutic goals are developed through 
‘collaborative empiricism’, or ‘co-exploration’; an active search between therapist and 
client for an explicit agreement on goals and mles of the therapeutie aim. Hence the 
therapeutie relationship is traditionally conceptualised as a tool to achieve such 
exploration and reach clear formulations of the presenting problems: “ ... the therapeutic 
relationship is used not simply as the instrument to alleviate suffering but as a vehiele to 
facilitate a common effort in carrying out specific goals” (Beck, Rush, Shaw and Emery, 
1979, p. 54, italics original). Therapist virtues such as ‘warmth’, ‘accurate empathy’, 
‘genuineness’, ‘basic trust’, and ‘importance of rapport’ are emphasised. Gilbert and
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Leahy (2007), together with other authors (e.g. Corrie, 2002 & Giovazolias, 2004), have 
continued to expand on the role of the therapeutic relationship in cognitive behavioural 
therapies, suggesting ways in which the relational influences the therapeutic relationship. 
For instance, Miranda and Andersen (2007) explain how memories contain not only how 
one feels about a significant other, but also how one believes one is evaluated by that 
other. They thus use the word transference, traditionally a psychoanalytic concept, to 
refer to social cognition processes, a research area whieh suggests that mental 
representations of self are tied to representations of significant others. Transference is 
then referred to as the process by which such mental representations are triggered 
between therapist and client in the therapeutic relationship.
Critical appraisal of the use o the therapeutic relationship in CBT
Whilst Beck et al. (1979) conceptualise the therapeutic relationship as a central tenet for 
therapeutic change, it is in fact not framed as important per se. Rather, the therapist’s 
“special contribution is to guide the patient about what data to collect and how to utilize 
these data therapeutically” (Beck et al., 1979, p. 54). The therapeutic relationship is often, 
as Gilbert and Leahy (2007) point out, invariably framed as “skills to develop 
collaboration and facilitate guided discovery, a cognitive formulation and invitation to 
explore alternative thoughts and ideas” (p. 5). The idea of the therapeutic relationship as a 
means to whieh employ techniques -  rather than “as the instrument to alleviate suffering” 
(Beck et al., 1979, p. 54, italics original) -  remains pervasive. It has become sueh an 
omnipresent criticism of cognitive behavioural therapies that many contemporary authors 
feel the need to make explicit statements to position themselves differently:
CBT is sometimes criticised for being a rather simple-minded ‘cook book’ 
approach to therapy: if the client has this problem we use that technique. 
However the approach we take in this book is based not on the mechanical 
application of techniques but on understanding
(Westbrook, Kennerly, Kirk, 2007, p. 1. italics original)
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The proposition that CBT textbooks often give a sense of portraying a ‘cook book’ 
approach is substantiated in the following examples. Books covering general cognitive 
behavioural praetiee (Beck, 1995), CBT for Anxiety (Wells, 1997), CBT for psychiatrie 
problems (Hawton, Salkovskis, Kirk & Klark, 1989) and CBT for chronic illness and 
palliative care (Sage, Sowden, Chorlton & Edeleanou, 2008) do not include the 
therapeutic relationship or alliance in their subject index and have no chapter dedicated to 
the therapeutic relationship. Some have questioned whether the therapeutie relationship in 
cognitive therapies is as important as in other approaehes (e.g. Gaston, Thompson, 
Gallagher, Coumoyer & Gagnon, 1998). This concern is highlighted by the fact that 
cognitive therapies are offered via internet^ (Computerized Cognitive Behaviour Therapy- 
CCBT). Notwithstanding some concerns on the issue of diagnosis, there is considerable 
enthusiasm within the cognitive therapeutic community about this alternative (Anderson 
& Carlbring, 2003). The therapist’s role in this sort of CCBT treatment consists of 
supportive monitoring/encouragement and can be given face to face or via other 
approaches such as telephone. Although long term effects of these interventions are not 
clear, they are being compared with traditional therapist centred practices. As illustrated 
the relationship between therapist and client is important but seems to remain under-used 
within CBT. Indeed, there is often a sense that little attention is given to the role of the 
practitioner in the relationship -  in particular his/her contribution to therapeutic outcome.
The role of the practitioner in cognitive therapies
In a seminal paper, Bordin (1979) defines the therapeutic alliance as the degree to which 
the therapy dyad is engaged in eollaborative and purposive work. Although no uniform 
definition of allianee and therapeutic relationship exists, Bordin’s definition has been 
adopted by many researchers (Baldwin, Wampold & Imel, 2007). Baldwin et al. (2007)
 ^As an example of its growing demand and popularity, one CCBT service provided by a NHS funded 
website - www.livinglifetothefull.com -  enjoys up to 274.000 visits monthly.
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point out that under Bordin’s (1979) definition, assessment, case conceptualisation (e.g. 
developmental diagrams) and speeifie techniques, and indeed any aspect of an 
intervention, relates to ‘purposive work’, which is intrinsic to the alliance and the 
therapeutie relationship. Furthermore, Hatcher and Barends (2006) point out that alliance 
and technique occupy “different conceptual levels and cannot be considered to be two 
different types of activity in therapy. Technique is an activity, alliance is a way to 
characterize activity” (p. 294).
Thus, if  ‘techniques’ are viewed as activities or performances by a therapist, perhaps one 
should be asking how a therapist performs, with what assumptions and with what 
attitudes (e.g. therapist confidenee and expectations for improvement). Baldwin et al. 
(2007) studied alliance-outcome correlation by comparing patient and therapist variability 
in the alliance and concluded that “in situations in which therapists have trouble forming 
an alliance, it would behove therapists to attend to their own contributions to the alliance” 
(p. 851). They found that therapist variability drives the alliance-outcome correlation. 
There has been an increased interest in studying therapist attitude (e.g. Sandell et al., 
2004; Sandell et al., 2006), and many have previously argued that outeome variation 
among therapist, in general, is quite large even when they are claiming to do the same 
therapy (e.g. Bentier, 1997: Wampold, 2001). Moreover, Chadwick, Birchwood and 
Trower (1996), and Chadwick (2006), consider therapist attitude as the single most 
important factor hindering positive therapeutic outcome with clients suffering from 
distressing psychosis. Sandell et al. (2006) asked whether therapy research should focus 
on treatment provider rather than on treatments or patient characteristics. Their research 
found dramatic differences in patient outcomes between therapist classes (divided 
according to therapist attitudes) as opposed to therapy orientation (i.e. different 
therapeutic techniques) (Sandell et al., 2006). It is therefore interesting to look at 
cognitive behavioural literature and how it conceptualises ‘collaboration’ in terms of 
acknowledging -  or not -  therapist contribution to treatment outcome.
41
The CBT path to a strong alliance -  Radical Collaboration
The concept of collaboration becomes hazy in the shadow of the power
dynamics.
(Gilbert & Leahy, 2007, p. 10).
The notion of collaboration connotes an equal relationship. However the above quote 
points out that there are power dynamics to be eonsidered beneath this concept. For 
instance, a foeus on patient contribution to the therapeutic collaboration can reflect 
practitioner/researcher bias and thereby neglect a power differential. Collaborative 
involvement is generally held to be “the mutual engagement of patient and therapist in a 
helping relationship” (Tryon & Winograd, 2001. p. 385). There is substantial support for 
the positive impact of collaborative involvement -  in terms of patient role commitment, 
homework compliance, and patient cooperation — on treatment outcome (Tryon & 
Winograd, 2001). As can be discerned from Tryon and Winograd’s (2001) review, 
‘collaborative involvement’ is traditionally measured in terms of patient involvement, 
thus: “if patients and therapist are involved cooperatively and patients are working hard 
both in and out of sessions, outcome is enhanced” (p. 387, italics added). What, then, can 
the therapist contribute to enhance collaboration? Answering this question, Tryon and 
Winograd (2001) propose: facilitate shared decision making; address topics of 
importance; resonate to patients’ attribution of blame; and be transparent by giving clear, 
complete explanations of the treatment plan, its rationale, and its link to the patient’s 
complaints and decision making-processes. Describing the deliverance of collaborative 
techniques in such unproblematic fashion, and failing to account for therapist variables, 
such as attitude, Tryon and Winograd (2001) imply exclusive patient responsibility with 
regards to therapeutic outcomes. The authors suggest that patient’s willingness to 
collaborate with the therapist and a high level of active engagement in therapy promise 
better outcomes while personal traits have the potential to hamper cooperation.
Greenberg (2007) gives a definition of collaboration, which takes into aceount therapist 
attitude:
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when disjuncture, or disagreement occurs, the client is viewed as an expert on 
his or her own experience, and the therapist always defers to the client’s 
experience. Thus, therapist interventions are offered in a non-imposing, 
tentative manner, as conjectures, perspectives, “experiments” or offers, rather 
than as pronouncements, lectures or statements of truth.
(p. 44, italics original)
I illustrate this aspect of collaboration with an example from my own practice. Peter 
(pseudonym) suffered from post-traumatic stress disorder (PTSD) and as a result had 
experienced distressing panic attacks in public spaces. In our first session I suggested to 
take a baseline measurement of his anxiety as recommended by a standard CBT text on 
overcoming PTSD (Herbert, 1999). Peter reacted adversely and challenged my suggestion 
saying “you’re not going to give me one of those scales are you?”. Upon Peter’s reaction 
I reiterated that this was only a suggestion and that I concurred with his questioning of the 
usefulness of abstracting emotions to a scale. I inquired whether there was any way in 
which we could find these scales useful. What followed was an exploration of Peter’s 
negative experiences in being assessed when once taken to a psychiatric ward (following 
a panic attack in which he was perceived as a violent person) as well as of partaking in a 
research project on PTSD, where he felt his traumatic experiences where not validated but 
confined to numbers and scales on multiple questionnaires. Peter eventually suggested 
keeping a record, in his own way, of his panic attacks and we came to the understanding 
that he needed to talk about his unexpressed emotions surrounding his traumatic 
experiences. I reflected in my supervision on this particular session. I believe my 
anxieties being a novice practitioner and working within a cognitive behavioural model 
compelled me to suggest administering a scale -  a technique -  as a way to appease my 
anxieties. I also reflected on alternative ways in which I could have been more tentative 
and non-imposing in proposing the idea of baseline measures. In session four, Peter 
commented on my approach in conveying cognitive behavioural practice: “I appreciate 
the way you say ‘this is what the theory says’, and then use your own words to talk to me 
about it”. Peter’s words impacted me and I can still remember clearly his tone of voice 
and facial expression as it crystallised for me how collaborative and transparent therapy
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could feel. Part of successful collaborative work involves encouraging and incorporating 
feedback from clients as well as ‘not being overly formal’ (Creed & Kendall, 2007).
Chadwick (2006) acknowledges CBT literature has taken for granted the importance of 
the therapeutic relationship, and states regarding the greatest threat to collaborative 
relationships in therapy:
Over the ensuing decade I have come to suspect that the greatest of these 
threats is therapist beliefs and assumptions -  what I now call anti- 
collaborative modes.
(p. 21)
When discussing challenging cases, Chadwick et al. (1996) point out the danger of 
therapists labelling all clients that do not change or improve as difficult or challenging 
people. According to Chadwick (2006) this danger stems from therapists’ assumptions 
about people with psychosis and a preconceived way how therapy should progress. 
Misconceptions about people with psychosis lead therapists to be particularly vigilant to 
avoid releasing any triggers and to be apprehensive not to be able to instigate change 
(Chadwick, 2006). Whilst these assumptions are stated for a particular population, they 
can easily be generalised to the encounter of challenging clients in psychotherapeutic 
practice. Chadwick (2006) claims the therapist needs to be aware of when these 
assumptions occur, accept when they have occurred, and be open to discuss them in 
supervision. Failing to do so can evoke anxiety, fear and feeling threatened, which may 
lead to passivity, avoidance (i.e. cancelling sessions) or blaming the client (e.g. s/he is a 
‘difficult client’). Acknowledging these takes, according to Chadwick (2006), a radical 
form of collaboration, where the client is allowed to achieve her/his goals within a 
supportive relationship free of these therapist assumptions.
To reiterate this point I provide a final illustration with a client I saw in a long-term 
coping with voices group I was involved with as a co-therapist. Richard (pseudonym), a 
man with a life-long history as a psychiatric patient, habitually and typically started his 
contribution to the group by repeating variations of a seemingly ‘stuck’ position: “I have
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noises in my head because I am schizophrenic”, or “the noises in my head remind me I 
am ill”. These comments evoked in me a kneejerk reaction with negative thoughts such as 
“despite our explorations of this position -  he is stuck”, “he will never change” and “I 
will never be able to help him”. Accompanying these thoughts I had an inkling of 
irritation and disappointment: I was in effect experiencing anti-collaborative modes. In 
supervision I was able to reflect on and vent my frustration, enabling me to continue 
Socratic dialogue during the sessions to help him explore alternative meanings to his 
noises, whilst empathising with his sense of being stuck.
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Therapeutic Praetice Dossier
Introduction to the Practice Section
The Therapeutic Practice Dossier describes the various clinical placements I undertook 
during my three years of training: short term (average eight sessions) therapy within a 
secondary care intermediate psychological service, long-term therapy (two clients for 
twenty-one sessions) and work within an inpatient rehabilitation ward, long-term (one 
year) therapy within a secondary care psychotherapy department, short-term (average 
eight to twelve sessions) within a primary care GP surgery, long-term (23 sessions) 
therapy co-facilitating a group within a secondary outpatient day service, and short-term 
(average eight to twelve sessions) within a secondary care Continuing Needs Service in a 
Recovery and Rehabilitation team.
These placements have facilitated my understanding of the National Health Service 
(NHS) and the way in which the various services refer and relate to each other. I worked 
with a wide range of clients and presenting issues, which has allowed me to consider the 
role of a counselling psychologist within the NHS from a variety of perspectives. It has 
also allowed me to work with different therapeutic models including humanistic models 
in the first year, psychodynamic approaches the second year, and cognitive-behavioural 
perspectives in my third year.
The Therapeutic Practice Dossier also includes my Final Clinical paper, which discusses 
my experiences as a trainee and how these have formed my current approach as a 
counselling psychologist.
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Descriptions of Clinical Placements^
Year 1
In my first year my placement was in a secondary care mental health service in a 
psychiatric hospital environment which involved two different settings; an intermediate 
psychological service (IPA) and an inpatient rehabilitation ward. The IPA service 
provided care for people with moderately severe psychological problems; too complex for 
primary care to help with, but not so severe that a community mental health team 
(CMHT) would be appropriate. Thus it provided a stand-alone option for the type of 
people at risk of falling through the gap between primary and secondary care. Clients 
were generally referred by GPs and primary care mental health teams (PCMHT). The 
department had a vibrant atmosphere with psychologists from a range of backgrounds 
offering specialist services in trauma and psychosexual problems.
The inpatient rehabilitation ward had an open door policy (i.e. not a secure unit) with 16 
beds, eight female and eight male and aimed its rehabilitation programme primarily to 
people with a diagnosis of schizophrenia. I worked with a multidisciplinary team 
comprising of nurses, doctors, psychiatrists, support workers, an occupational and art 
therapist. My supervisor started her post as Consulting Counselling Psychologist at the 
same time as I started my placement (there had been no consistent psychology input in 
the ward prior to us starting there), hence there was nothing ‘set up’ for me to see clients 
individually or in group context. This situation provided excellent learning opportunities 
on how to interact with service users with the aim to offer psychological therapy. 
Providing individual therapy within a rehabilitation ward also allowed me to appreciate 
issues around boundaries (e.g. sitting in a ward round with the client and the clinical 
team).
 ^Client studies, process reports and log books were produced for all these placements. Due to the need to 
maintain client confidentiality these are not included in the portfolio but form part of the appendices 
available to the exam board.
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Taking these two environments together I was able to work with a range of clients in 
terms of age, gender, cultural background, and presenting issues. I was also able to work 
with a range of team members and it was particularly stimulating to work along side a 
variety of psychologists as part of the IPA service.
During this year I received induction training in the new intranet system Rio, which 
allowed me to become familiar with the various intricacies of patient information 
handling. I attended a staff workshop with the Director of the trust regarding the 
hospital’s and the ward’s future and several workshops for counselling psychologists 
within the trust. I was therefore exposed to a wider perspective of some aspects of the 
trust.
Year 2
In my second year I moved into a placement within a small secondary care psychotherapy 
department situated in adjunction to a Primary Community Mental Health Team 
(PCMHT). Clients were mainly referred by the CMHT but included other sources such as 
GPs. Clients were normally offered open ended contracts for up to two or three years. 
Clients were offered a range of therapies, such as group therapy, cognitive analytical 
therapy, art therapy and individual psychodynamic psychotherapy.
During the year I worked with four clients individually and co-supervised an eating 
disorders team every five weeks together with my supervisor. My supervisor was a 
psychiatrist trained in Jungian psychoanalysis and I worked psychodynamically with my 
clients. I had individual supervision and group supervision together with a nurse who was 
training in psychotherapy. This setting, which apart fi’om me and my supervisor included 
only two other therapists and a secretary, provided a stark contrast to my first year 
multidisciplinary training. The continuity and containment of the placement with a 
supervisor and colleagues who embraced reflective practice provided an environment
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within which I could developed my practice skills with clients presenting with borderline 
personality diagnosis, clinical depression and bereavement.
Year 3
In my third year I spent my first seven months in a primary care GP Surgery offering an 
average of eight to twelve sessions of psychological intervention for adults suffering from 
a range of problems. I also co-facilitated, together with an occupational therapist, an open 
long-term ‘coping with voices group’ (I concluded 23 sessions with the group), which ran 
in an outpatient secondary care setting. At the GP surgery I worked individually with a 
wide range of clients in terms of socio-economic and cultural backgrounds, occupational 
status, educational level, and presenting issues. I was supervised by a consultant clinical 
psychologist who supported my learning of the cognitive behavioural model but also 
encouraged me to integrate my previous experiences and knowledge of other models. My 
supervisor was involved in the development of Acceptance and Commitment Therapy 
(ACT) within the service. This gave me an opportunity to learn and practice this ‘third 
wave’ cognitive behavioural approach.
My second part of the third year placement experience was spent with a Recovery and 
Rehabilitation team within a Continuing Needs Service. I was able to offer between eight 
and twelve individual cognitive behavioural therapy sessions for people suffering from 
severe and enduring mental health problems.
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Final Clinical Paper
Final Clinical Paper
He iwi tahi tatou -  We are one people
Narratives have a certain quality; whilst they define and produce accounts they are 
selective and exclusive of other possibilities. With this in mind I am apprehensive about 
my own selection process in narrating my journey through the counselling psychology 
programme.
Having the affinity towards the belief that knowledge is socially constructed (Burr, 2003), 
it has been a continuous negotiation to accept psychological models that claim certain 
universal ‘truths’ about human functioning. I do not un-problematically accept the 
theories presented in this essay, or indeed in this portfolio. These theories are viewed as 
metaphors that provide useful frameworks for practical interventions -  not as depictions 
of absolute categories or structures of ‘psychic functioning’. I hope in this essay to 
convey the impact certain events and theoretical endeavours have had on my practice and 
personal development during my time as a trainee.
It is important to acknowledge how this essay is in itself a particular construction of my 
experience, reflecting my struggles and achievements in developing an identity as a 
Counselling Psychologist; a process which is ongoing, incomplete and ever evolving. 
Given that I narrate this essay primarily from a position of being ‘Hannes’, I will devote 
some time to describe important events leading up to embarking on a counselling 
psychology degree.
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Finding my way to psychology
In the Introduction of this portfolio I mentioned in more detail about growing up in post­
dictatorship Spain; coming from two different European cultural backgrounds (my mother is 
Swedish and my father Spanish) as well as two polar opposite socio-economic and religious 
families (upper class/catholic and working class/atheist). These experiences gave me a sense 
of socio-political, cultural, and familial awareness in which there was no ‘one true’ version of 
reality or of doing things. As my parents divorced when I was 8 ,1 moved to Sweden where I 
grew up with my mother. I often experienced myself more attuned to political and cultural 
dimensions than my peers in this new environment. I also found myself at ease within a 
diverse range of settings and with a diverse range of people. Ever since I can remember there 
was a sense in which I was trying to understand new situations and people. Throughout this 
paper I will explore how the trainee experience has helped me to understand and come to 
terms with the personal pain of ‘uprooting’ from my culture and father, and how this personal 
discovery has assisted me to help others in their emotional discoveries.
Identifying myself as a highly politically motivated young man I initially planned to study 
sociology with a (in retrospect seemingly vague) view to becoming a journalist or politician. I 
did study sociology for a year but had a life changing experience when my mother 
encouraged me to get a job at the psychiatric institution where she worked as a social worker.
The world of psychiatry
The summer job as support worker in the ‘acute psychosis ward nr 38’ as an 18 year old 
would give me access to a world, which existed -  and arguably still does -  at the fringes 
of society. Up to this point, the single and most vivid introduction to psychiatry I had 
experienced had been through Jack Nicholson’s characterisation of McMurphy, an 
eccentric criminal serving a short prison sentence who is transferred to a mental 
institution in Milos Forman’s dramatisation of One flew  over the Cuckoo’s nest. Entering 
this environment first hand, I found a place in which I felt surprisingly at ease in 
establishing interpersonal relationships with service users. I identified with their 
temporary upheaval of context and could empathise with their pain. Whilst I understood
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Milos Forman’s critique of psychiatry - punishment disguised as unpleasant medical
treatments and the effects of institutionalisation at the expense of becoming functional in 
the outside world - 1 could also see the potential for healing within the interpersonal realm 
in face of extreme distress. O’Hagan (1989) states that “no-one suffers from loss of 
credibility like mental health consumers do” (p. 9). I witnessed over-crowed wards (the 
highest I remember was 28 patients in a ward designed for 14), heavily medicated 
patients, old dysfunctional buildings (at one point we were evacuated because of asbestos 
infected structures) and a culture of restraint (often tying people down to beds via straps 
that would hold the patients legs and waist firmly to the bed). Yet I could still relate with 
the persons there, some o f the most marginalised individuals in society.
Despite these unorthodox environments I found myself quite at ease, enjoying the contact 
with their extraordinary minds. These daily encounters challenged my thinking and 
offered an opportunity to reflect on my own behaviour. I was able to engage at both 
rational and emotional levels. Two decisive events planted the seed of a future career in 
psychology. The first was my encounter with someone I will call Ed (see Introduction 
for more detail on Ed), a young man who heard voices. The second event was a woman 
who set fire to her jacket whilst standing next to a running shower. She didn’t make use 
of the water and let herself bum until a smoke alarm went off and staff intervened. The 
first event made me realise how much Ed appreciated me listening to his stories and how 
few opportunities he had to talk within the context of the institution. I was captivated by 
his voice hearing experiences. The second event brought a psychologist to the ward to 
debrief with those involved and embodied the extent of suffering and distress a person 
can experience and the way in which it can get expressed within the dynamics of mental 
health stmctures. The psychologist was able to link the powerful symbolic act o f leaving 
the water miming - “there is help but I won’t use it” - to the fi*ustrating circumstances 
under which mental health workers felt they were working - “we want to help but don’t 
know how to”. It was a potent experience to witness the psychologist’s effective 
intervention that provided meaning to a chaotic event. These two events were the impetus 
for my career change.
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I moved to the UK in 2001 to study psychology. It seemed like the perfect combination of 
political aspiration and personal development. As part of my undergraduate sandwich 
year I worked as a support worker in a brain injury rehabilitation unit as I had become 
fascinated with neuropsychology. Whilst a rewarding and interesting experience, my 
decision to pursue my original interests in mental health solidified. Rather than the 
neurological rehabilitation aspect of the work, I enjoyed the interpersonal challenges and 
rewards of assisting family members in distress. I wanted to continue developing my 
relational skills and apply them to my passion -  the world of voices, psychiatry and 
enduring distress. The question was which branch of psychology would best serve my 
purpose: clinical, counselling or social.
Community Psychology
I was drawn to the idea that the “problems and limitations we face reside not in people 
but in the ability of our imaginations to envision and create new settings” (Levine & 
Perkins, 1997, p. 144). I was interested to explore possibilities that address structural 
rather than individual issues. I deferred an acceptance to the Counselling Psychology 
programme at Surrey University in 2005, and decided to explore a social approach to 
psychology. My interests in social psychology led me to Aotearoa (translated “long white 
cloud”, the original Maori name for New Zealand). There I spent a year completing a 
Masters degree in Community Psychology, writing a thesis on ‘Individual Treatment 
Participation in a Community Mental Health Setting’.
Whilst completing my Masters degree in Community Psychology I also worked in a 
community mental health residence as a key worker. As part of my thesis I explored 
individual participation in recovery fi-om severe and enduring mental health problems. I 
used my working environment to take field notes and conduct qualitative interviews. I 
enjoyed, most of all, the contact with the service users. I also discovered that Community 
Psychology did not offer what I most interested in -  alleviating distress through 
relationship building and self-reflective practice. Through my close collaboration with 
the Kaupapa Maori Psychology Research Unit, I gained insight into an indigenous view
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of mental health (see Literature Review in Research Dossier) with a particular interest in 
‘hearing voices’ (see Developmental Essay in Academic Dossier).
First year - Grabbing the bull by its horns
In this section I illustrate the experience that led me to think of this doctorate journey as a 
“before” and “after”. The ‘before’ is before receiving a letter fi'om my Psych.D 
Psychotherapeutic and Counselling Psychology course team sometime in September 2007 
(summer break before starting second year). The ‘after’ is after opening this envelope and 
reading a statement that I had to re-take my first year Viva.
When starting my first year, in the ‘before’ phase, I was ready to explore and learn but 
had no idea the depth that this journey would take me to. Failing the first video exercise 
(a 20 minute video recording of a therapeutic session with a fellow trainee) early in my 
training was a hard lesson. Feedback suggested I was asking too many ‘leading 
questions’. This feedback made me aware of how just like I had noticed in others and 
society at large, as a therapist I could potentially lead my clients, i.e. construct a reality 
fo r  them. It was difficult to realise and absorb that despite my good intentions I might be 
doing this with clients. Feeling knocked down, I reminded myself of Ghandi’s proposition 
that life is not about learning how to stand up straight (and stay so), but to leam how to 
get up every time you fall down.
The process of rising involved digging deeper into basic reflective skills (Egan, 2002) and 
familiarise myself with the pillar of humanistic therapies, Carl Rogers’ Person Centred 
(1951;1961) therapy. The metaphor of all persons having an ‘organismic se lf, which, 
given the right circumstances, have an “intrinsic ability to make judgements” (Meams & 
Thome, 1999, p. 9) and will grow to fulfil their potential resonated with my attitude when 
working within psychiatry as a mental health worker. Meams and Thome (1999) point 
out that a person-centred approach is govemed by an attitude which manifests itself in the 
therapists “consistent acceptance of and enduring warmth towards her client” (p. 64). I 
concur with Prouty (in Prouty, Werde, & Portier, 2002) that this approach maximises “the
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client’s psychological freedom”, and just as for Prouty, for me “it was a question of 
values” (p. 8).
I experienced the qualities of a Rogerian approach as a client when starting my own 
therapy with a Person-Centred therapist. As I will show below, having had my own 
therapy has been invaluable to this process of development. Ironically, its value has been 
particularly highlighted by its absence in my third year. At this stage of my narrative my 
own therapy served as a backdrop of self-reflective space in which I felt unconditionally 
accepted -  serving as a stable ladder upon which I could climb towards my self discovery. 
I was determined to pursue my original interests in psychiatry and severe mental health 
problems. The first year placement combined work in an inpatient psychiatric 
rehabilitation ward and an intermediate psychological service.
Rogers (1967) and particularly Prouty (in Prouty et al., 2002), founder of Pre-Therapy, 
are important references for the way in which I understand person centred interpretations 
when working with people who are institutionalised and practitioners struggle to build a 
relationship with. I initially related frequently with clients on the ward playing table 
tennis, commenting on current television shows and making small chat. This type of 
communication is essential to show a common humanness and to build the foundations of 
a potential therapeutic endeavour with people residing in a mental health ward (Van 
Verde, 2005). In this way I managed to relate with Miss A., a woman diagnosed as 
‘paranoid schizophrenic’. I saw her for a total of 21 sessions in the ward. I will use Miss 
A briefly here to illustrate a particular Pre-Therapy technique (Prouty et al., 2002). Whilst 
Miss A is not represented in my portfolio (I could not obtain recordings in the ward), it is 
important to include her as she influenced my development as a counselling psychologist 
with special interest in the severe end of mental health distress. She represents my work 
with other clients in that part of the placement experience, which is not otherwise 
reflected in my process and client studies. I will reflect on my struggles and successes 
with the person-centred approach first with Miss A, and later with Miss B.
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Consistently starting our sessions with prolonged silences I reflected from time to time 
“you are sitting here with me, in silence”, “I can see you looking up sometimes”, “you 
look tired today”, “we are sitting here together in silence”. Such ‘contact reflections’ 
(Prouty et al, 2002) represent an essential feature of Pre-Therapy. Prouty writes it is the 
“defeated therapist coming to terms with realising all he has to offer is his own simple 
humanity”, a “bearing witness to human suffering with humility and acceptance” (Prouty 
et al., 2002, p. 13). Gradually Miss A started to respond and open up. She increased eye 
contact, told me about her visions during the night (people wanting to put needles into her 
eyes), her dead grandmother (whom she saw on the wards), and her confusing and 
horrible past experiences (raped by soldiers in her home country), which were not 
mentioned in her extensive file records. My experience with Miss A was often difficult as 
our silences would evoke negative thoughts about my competency and the usefulness of 
our therapeutic endeavour, painful as her experiences emerged beneath her fragile and 
confusing presentation, and yet also rewarding as it highlighted her engagement 
capabilities in a setting which did not expect that fi-om her.
Ward rounds were a very challenging aspect of this placement. When nurses, support 
workers and doctors reported ‘no change’ or ‘poor communication’ or ‘laughing 
inappropriately’ (often as a response to voices) I was able to give some input of clients’ 
progress and communication skills in therapy. It was difficult however, to convey my 
enthusiasm for clients’ ‘organismic’ potential to grow psychologically in a setting with 
predominant medical emphasis. Little allowance was made for psychological thinking, 
and I was -  early in my training -  not confident enough to convey my points of view. I 
will reflect further on my experiences of the National Health System (NHS) in the 
conclusion below.
Another client. Miss B, a 38 year old woman with bereavement and alcohol issues, also 
became unwittingly a key factor in my professional and personal development. Miss B 
had tried to commit suicide two years prior to our meeting, had recently lost her 
grandmother and separated from her long term boyfriend. She struggled attending our 
sessions (consistently late and cancelling many sessions). I used this client for my second
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client study report in the first year (which was used in the first year oral exam). I passed 
the written aspect of the process but not the oral part of the exam (see Practice Portfolio 
Appendix I, p. 12). The ‘after’ (reading my Viva feedback) stage of my training had 
begun and with this the search as to why I was unable to ‘bring myself out more’ with 
certain clients. Again I felt like I had been knocked down. This time it was difficult to 
take Ghandi’s wisdom words into heart, it took time to stand up again. This process 
involved digesting feelings of failure and turn negative thoughts into a thirst and quest for 
learning and developing.
A combination of feedback from my examiners suggested I needed to reflect upon the 
“value of prompt, direct challenge” and “the significance of congruence” given that I had 
struggled “to address boundary challenges and attacks”, was I “being authentic with her” 
the examiners wondered? They wrote “you need to work on bringing yourself out more” 
(see Feedback in Practice Portfolio Appendix I, p. 13). The most challenging aspect in 
this first year of training was the concept of ‘congruence’ -  the ability to “consistently 
match the inner feelings and sensations which” a therapist “has in relation to the client” 
(Meams & Thom, 1999, p. 84). As Neville Symington (1986) points out, a client often 
requires an emotional capacity from the therapist in the particular area where there has 
been a ‘developmental arrest’. This required me to reflect on the paralysing effect Miss B 
had on me.
After reflecting, I realised Miss B rendered me into silence. In retrospect I understand 
how Miss B evoked feelings of my own sense of loss. When I was eight years old I often 
detached my wishes of re-uniting with my Spanish culture and family, and often found 
myself prioritising my mother’s feelings. Miss B had a similar effect on me I colluded 
with her by not reacting to my own discomfort -  in essence being incongment. I was 
worried to hurt her feelings by intermpting or challenging her - and I was not aware of it. 
It was not until the second year when I began to better understand client / therapist 
dynamics.
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The Psychodynamic year: catharsis
In my second year I took a placement in a small psychotherapy unit where I saw four 
patients over approximately a 35 week period. Being in the psychodynamic year, and 
having the viva feedback in mind, I was curious as to which aspects of this approach 
would help me identify when I need to be more congruent.
I always knew that my parents’ divorce had a profound effect on me. My journey into 
counselling psychology has been part of a search to make meaning of this experience. In the 
essay ‘What kind of man has dolphins as family?” A study of Narcissism in ‘Le Grand Bleu” 
(see Academic Dossier, page 13 in this portfolio) I elaborate from a psychodynamic point of 
view on my emotional process at this early stage of my life. It is possible, as a way of self­
protection from such emotional trauma, that I experienced a ‘pull towards narcissism’ 
(Symington, 1993), evading emotional pain by creating a metaphorical ‘cocoon’ or inner 
retreat. In this cocoon I fulfilled my emotional needs and fantasies while harbouring 
frustrations, loss, anger, guilt and sadness.
The first half of this year was incredibly intense, I worked on getting in touch with my 
emotional reactions to people, and become aware of my impact on them, in our personal 
and professional development group (PPD) at university. I continued with my personal 
therapy and had 2.5 hours of supervision weekly at placement (individual and group). In 
the process of writing this paper, I realise how much of my development, personal and 
client related, concerns my own sense of self. This is congruent with the point I make in 
my literature review (see Research Dossier, p. 75), emphasising the importance of the 
quality of the therapeutic relationships across modalities and therapies. Relationality, with 
oneself particularly, is to me the most important thing irrespective of client group or 
therapeutic model you are engaged with.
I found the idea of ‘projective identification’ very useful to understand my past. Whilst a 
complex term with multiple meanings. Young (1994) defines it as a process whereby our 
experiences are constructed from the consequences of what we put forth into the world — 
what we ‘project’. The basic idea that parts of our harboured experiences and emotions can
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be (mis)placed externally is very appealing. Young (1994) quotes Berke in describing the 
effect of these projections being like picking out a pack of piranhas and throwing them into 
the air. These vicious creatures, imbued with split off emotions within us, land on something 
or someone and we convert elements of external reality into malevolent or benevolent 
entities. Hence one may see how growing up I found ways of constructing my frustrations 
and history in mainly political terms. For instance, it would seem that I often ‘projected’ my 
longing of connection with my father onto the worship of political father figures such as El- 
Hajj Malik El-Shabbazz (Malcom X) or Olof Palme.
A major breakthrough in my own therapy came around this time, when I re-discovered a 
missing piece of my life puzzle. I learnt in detail about my father’s psychotic breakdown 
when I was four years old. It had lasted for almost two years. I had a moment of 
understanding because the pain and associations attached to this experience had been 
shun upon after a life time of residing in the shadows. Part o f my issues as highlighted by 
Viva examiners had to do with the protection of both my parents. As a four year old I had 
to protect my father by setting aside many of my own needs, propelling me into ‘retreat’.
He was in a vulnerable state and believed that my toys had microphones inserted and that 
I was a spy and not his son. Since my first experience with psychiatric hospitals in 
Sweden where I lived with my mother since my parents’ divorce I had been drawn to the 
experience of ‘psychosis’. I am not fazed with the distress, the bizarreness and outbursts 
of emotion that service users can display in such environments; I would defend them; I 
could not become angry or judgemental with them because they represented my father. If 
something bad happens to them, ‘something bad happens to my father’. At the age of 32 I 
realised this connection, and as Young points out “Connections, once made, are not easily 
dislodged” (Young, 1994, p. 16). Perhaps there is no need to ‘dislodge’ this connection, 
as it has served me well to emphasise an ‘existential empathy’ (Prouty et al., 2002) for - 
any human condition, ‘psychotic’ or -otherwise. The tendency to sometimes struggle with 
being congruent, however, was reflected in my interaction with Miss B.
I started to realise how this experience was interconnected to my fears of ‘hurting’ 
someone, my fears of interrupting or challenging someone in therapy. With the guidance
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of my examiners and tutors I was able to explore this aspect of my history, a ‘cathartic’ 
experience that allows me to be myself more fully with clients. Eventually I became more 
secure and comfortable in being congruent not only with clients but in my personal life as 
well. I will illustrate this with Miss C. (see Practice Portfolio Appendix A, p. 4) a 30 year 
old English woman with a history of sexual abuse and longstanding bereavement. She 
was referred to therapy for depression and we had 30 sessions (including seven 
cancellations). Mrs C. was sexually abused by her uncle when a child; she also had a 
miscarriage as a teenager. Within the context of becoming more aware of my own 
process, I found it easier to attend to difficult feelings in supervision. For instance, I 
addressed early on in our therapeutic process the sense of irritation in me when Mrs C. 
constantly blamed her parents positioning herself as a victim. Such awareness facilitated 
me not to collude (by being able to challenge her position) and gradually allow an 
exploration of her own role in the family dynamics.
With the help of attachment theory (Cortina & Marrone, 2003) I was able to understand 
and address her ‘avoidant attachment patterns’, or fears of closeness, which were 
‘projected’ into therapy by, for instance, her cancelling every third or forth session. I 
became able to understand her difficulties in relating to her daughter, as difficult feelings 
of loss (of her baby), indignation and rage (about rape and her mother’s disbelief) were 
being ‘projected’ or displaced onto her interpersonal relationships. The understanding of 
my own emotional retreats using Symington’s (1986:1993) ideas, such as the concept of 
being pulled into a metaphorical protective cocoon (he calls it the ‘pull towards 
narcissism’) as a response to emotional trauma, assisted in understanding Miss C’s 
difficulties in getting in touch with her sense of longing for love and interrelatedness. 
Being able to highlight her behaviour in the sessions gave way to understanding how she 
had been keeping me at a distance -  a familiar pattern in her life. She started to attend 
with continuity and reported significant changes in her social life, such as increased 
confidence in her work (accepting a promotion she previously turned down), improved 
relationship to her daughter, and coping without antidepressants.
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Successfiilly working with Miss C inspired me and gave me confidence to believe in 
myself, in clients’ capacity for growth, and in the endeavour of therapy. My third year 
Cognitive Behavioural placement was looming in the horizons and I was satisfied with 
my experiences with the psychodynamic model. During the second half of this year I 
passed my Viva re-take (See Feedback in Practice Portfolio, Appendix J, p. 13, more 
comments on this in the conclusion) and it felt like I had conquered the ‘after’ period of 
my training; I was standing up again, relieved, proud, and ready to embark on a new 
model.
Third Year
My placement experiences in the third year included a primary care GP surgery, co­
running a Coping with Voices Group in secondary outpatient service and a four month 
experience in a Continuing Needs Service (Rehabilitation and Recovery Team). I had the 
opportunity to shape my placement experiences to my interest in severe and enduring 
mental health problems -  in particular to that of hearing voices.
Added to this picture is the discontinuation of my personal therapy due to economical 
restraints. This provided me with a space to consolidate the intense emotional discoveries 
of the second year and embark on a path of increasingly trusting my own judgement, 
intuition and feelings. For instance, in my initial months of supervision we collaboratively 
noticed my tendency to feel the need to present ALL client work. Having explored this 
anxiety together I began to trust my judgement and felt more confident and focused on 
particular clients. Having an open minded and process oriented supervisor whilst on my 
primary care placement helped me greatly in containing the anxieties of working within a 
new model and to develop trust in my capabilities.
Building a relationship with my supervisor which was transparent, collaborative, 
supportive, personally and emotionally meaningful seemed to ‘embody’ the so called 
‘third wave’ cognitive therapies (Chadwick, 2006; Hayes, Strosahl, & Wilson, 1999). It 
became a validating experience. It allowed me to feel confident in exploring exposure-
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based exercises with clients such as role play (e.g. Padesky & Greenberger 1995; Wells, 
1997), empty chair techniques (Chadwick, 2006; Greenberg, 1979; Greenberg, Rice & 
Elliot, 1993) and metaphorical exercises for anxieties and worry (Lejeune, 2007). My 
supervisor’s enthusiasm for acceptance and commitment therapy (Ciarrochi & Bailey, 
2008; Hayes, Strosahl, & Wilson, 1999) encouraged me to work with clients with a focus 
on allowing and accepting the experience of distressing emotions, thoughts and images. 
In light of my developmental journey described throughout this paper, working with these 
techniques has given me a new sense of ‘being with’ the client.
This is exemplified in my work with Miss D (see Practice Portfolio Appendix B, p. 5), a 
white British woman in her late 20’s who experienced excessive worry about ‘anything to 
do with medical things’. Her anxieties stopped her, amongst other things, from planning 
having children with her partner because of her fear of hospitals. I saw Miss D for six 
sessions. We engaged in a variety of experiential exercises derived at metaphorically 
representing her anxieties and the unhelpful way in which she was engaging with them. 
Working with the ‘worry monster’ (Lejeune, 2007) became a powerful experience for me 
and Miss D. Combining this work in sessions with behavioural in between sessions 
exercises she described developing a different type of relationship to her worries. One of 
the things Miss D mentioned as significant in her feedback was the relief “to know there 
are other ... so many other people with similar problems” (see Practice Portfolio, 
Appendix B, p. 5 [p. 9 in the process report]).
However, in writing up the process report about my work with client D I became aware of 
my tendency to struggle with the 50 minute time boundary with certain clients. I had 
rationalised that running overtime of individual sessions in a GP setting with short term 
cognitive behavioural therapy was not something that needed ‘overanalysing’. It was not 
until careful self-reflection that I realised other forces may be at play here. Midway 
through this third year placement my mother’s husband. Nils, died of cancer. This was a 
man of great importance in my life, not only in his role as a husband and life companion 
to my mother, but also as a good friend. I reverted to psychodynamic ‘mode’ and 
reflected upon endings of sessions as endings in life, and how it is possible I may have
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‘projected’ my sadness and anxieties about facing death onto my clients. By prolonging 
the endings, in particular with someone like client D, and others, who talked about 
bereavements or death, I may have been avoiding uncomfortable feelings within me, such 
as deep and painful sorrow. The ‘projection’ lay in the idea that my clients would be 
better off not dealing with an ending.
As I have been unable to continue with my own therapy sessions I have not further 
explored this avenue in a therapeutic context. Instead I found solace, nurture, and room 
for reflection in Irvin Yalom’s Staring at the sun: overcoming the dread o f  death (2008). 
Being the first book I read with an existential approach, it was not too long before I had 
read several of his books (Yalom, 1989; 1992). Once again I felt the personal endeavour 
of self-exploration and ‘dislodging’ of connections between my past experiences and 
current unhelpful thinking and behaviour to be the central tenet in working therapeutically 
with people. I began to realise that I not only mourn Nils’s death but also a weakening 
relationship with my own father. As Chadwick (2006) writes: “ ... therapists’ acceptance 
of clients is supported by their capacity to accept all aspects of their own experience.” (p. 
9). Not accepting ones own experiences can trigger anti-collaborative modes such as 
hurriedly wanting to fix the clients problems.
Working with a Coping with Voices group and within a Recovery and Rehabilitation 
team have been defining moments in my training. I identify my work with this client 
group mainly with Chadwicks (2006) Person Based Cognitive Therapy. Whilst working 
with the group, comprising of four individuals who experienced distressing voices, I was 
able to put into practice elements such as ‘supported discovery in groups’ and ‘involving 
group members in Socratic dialogue’ Chadwick’s (2006). Chadwick’s (2006) suggestions 
of how to paraphrase group members concerns and bring those back to the group allowed 
for many fascinating explorations of the experience of hearing voices. My familiarisation 
of this topic through my research has been enormously informative and has assisted in 
adopting a non-judgmental attitude to unusual experiences. However, no theory or book 
could substitute the humbling experience when group members expressed their gratitude 
for my contribution. From the group members I learned ways in which to explore the
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meaning of voices from a non-judgemental point of reference. It reinforced my belief that 
counselling psychology is particularly well suited for this client work.
Conclusion
The experience of being a counselling psychology trainee has primarily taught me how 
self discovery can be achieved in an interpersonal context. The progression of my 
personal discovery has mirrored the way in which I have been able to facilitate discovery 
with clients. In retrospect, I can see how the context of my psychodynamic placement and 
second year provided vast support for my personal and professional development. This is 
reflected in my second year Viva re-take (see Practice Portfolio, appendix J, 13), in which 
my examiners felt there was evidence of ‘being more present’ with the client in the room.
Working in a Recovery and Rehabilitation team in my last part of my third year training 
has been an opportunity to ‘carry over’ a reflective stance to an environment where very 
little attention is given to process. Not much attention has been given in this paper to the 
larger context of working within the NHS. This is perhaps a reflection of the emphasis 
counselling psychology places on interpersonal issues often to the expense of context. 
Having acknowledged that, I felt it important to convey my personal discovery and its 
impact on me as practitioner. This paper shows how I have been able to work within and 
adapt to the required approaches in my placements. As I draw near the end of the course 
and begin to smell a new identity which is not protected, or restricted, by my trainee 
status, I sense that an area of my development will be reflected in applying my 
counselling psychology skills into the dynamics of multidisciplinary team work within 
the mental health services of the NHS.
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Research Dossier
Introduction to the Research Dossier
The Research Dossier contains three research papers conducted over the three years of 
my training. The dossier includes my first year literature review (first year) and two 
empirical studies conducted in the second and third year. The year two study was 
submitted in its current form for publication and presented as a poster presentation at the 
joint conference of the divisions of counselling psychology in 2008. The year three study 
was presented with an oral presentation at the division of counselling psychology annual 
conference in 2009. A list of references for this is provided at the end of this dossier.
The common theme for all pieces is the exploration of the phenomenon of hearing voices, 
a theme that relates and links into my personal life in various ways. This is highlighted in 
the personal reflections embedded in the literature review and in the personal reflection 
sections in the empirical papers.
The literature review undertaken during my first year highlighted how the phenomenon of 
hearing voices has been embedded within the psychiatric diagnostic category of 
schizophrenia. This has influenced the way in which research has been undertaken with 
people who suffer fi-om the voices they hear. Medication as first hand treatment and 
scepticism about capacity to engage in the therapeutic relationship has marginalised 
exploration of meaning of voices. Epistemological issues and recent developments of 
therapeutic practice with people who hear voices were explored. The review considered 
the role of counselling psychology in this domain.
In my second year study I explored empirically how practitioners perceive the therapeutic 
relationship with people who hear voices. It highlighted several important themes 
pertaining to the qualitative and subjective nature of the therapy. The findings offered an
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insight to the presence of voices in the therapy room, and it emphasised the importance of 
context. The contexts being govemed by a medical model / approach, practitioners felt 
restricted in their ability to engage with meaning making processes of voices (e.g. lack of 
supervision, lack of alternative treatments, scared of exploring alternative meanings of 
voices with colleagues, etc). This led to a discussion of the implications for mental health 
practice with people who suffer from the voices they hear.
Following this I examined the way in which qualitative journal articles construct people’s 
experiences of hearing voices. I was interested to engage with the language that 
researchers and practitioners use when making sense of people’s experience of hearing 
voices. The study showed, how contrary to the epistemological philosophy of the 
qualitative research methods employed, these journal articles predominantly engaged in 
empiricist discourses that imposed an a priory determined world view to participants 
narratives. Implications and consequences of applying such discourses for counselling 
psychology and mental health practice were discussed.
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Year 1:
The therapeutic relationship with people that hear voices and its dilemmas; a 
literature review
Haïmes Lloret Andréasson
Supervised by Mark Hayward
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Abstract
This literature review is eoncemed with the therapeutie relationship with individuals that 
suffer distress from hearing voices. Psychological therapies, mainly cognitive ones, have 
moved on from psychopathological, illness-centred discourses which emphasise 
suppression of voices to suggest that psychotherapists should engage not only with the 
voice hearer, but also with the voices. This takes the therapeutic relationship to different 
levels than is the norm. The review engages with possible barriers to engagement with 
people that hear voices, such as the pervasiveness of psychiatric diagnosis, medication, 
research epistemology, and negative beliefs and assumptions regarding people who suffer 
from voices. Literature consistently show that people who hear voices benefit and engage 
in therapy, suggesting that focusing on the therapeutic relationship with this client group 
is equally important as it is with other client groups.
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Introduction
And I  say to you now I  can look back on what I  went through and was blest 
with having a relationship with a professional who treated me with dignity. 
[...] I  still carry the growth that developed from this interaction and from this 
investment in my wellness
(Dorman & Penney, 1999, p. 15)
Having fun and laughing, when it happens, is one o f the strongest healing 
factors, as is the feeling o f communion between the patient and the therapist
(Kiviranta, 1998,/?. 167)
Hearing voices^ can be a highly intrusive and disturbing experience involving 
considerable distress and social disability (Romme & Escher, 1993). The above quotes 
illustrate, from a therapist’s (Kiviranta, 1998) and person who hears voices (Dorman & 
Penney, 1999) perspective, the qualitative importance and character of the therapeutic 
relationship. Since there is a strong convergence of evidence that components of the 
therapeutic relationship bear close relationships to positive client change “across all 
psychotherapy practices” (Horvath, 2006, p. 258), it would be reasonable to believe this 
argument includes psychotherapy practice with people that hear voices. This seems not to 
be the ease. In stark contrast to the vast research enterprises on the predictive power of 
the therapeutie relationship conducted in psychotherapy (e.g. Horvath, 2006; Horvath, & 
Symonds, 1991; Noreross, Beutler, & Levant, 2006) there is little research conducted 
with people that suffer from voices (Fuller, 2006; Paley & Shapiro, 2002).
‘Hearing voices’ refers to anybody who hears a voice or voices in the apparent absence o f a physical 
other.
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As a profession that places a fundamental focus on the therapeutic relationship with their 
clients (Clarkson, 2004; Egan, 2002), counselling psychology and psychotherapy is 
arguably particularly well situated to provide a working therapeutic relationship with 
people that hear voices. Is the therapeutic relationship with this client group being 
ignored? If so, what are the barriers hindering us from researching the TR with this client 
group?
This review has its focus on how the literature conceptualises the therapeutie relationship 
with people that hear voices, and how it is being researched. I will first review definitions 
and continue with a discussion of the diagnostic labels ‘schizophrenia’ and ‘psychosis’ in 
relation to hearing voices.
The attention will then turn to the therapeutie relationship with people with a diagnosis of 
schizophrenia, followed by a focus with people that hear voices. Here I will discuss risks, 
assumptions and barriers to relationship building with voice hearers^. Finally, a reflection 
on contemporary approaches, with a focus on the therapeutie relationship, to working 
with voice hearers will be given.
Next, definitions of the therapeutic relationship will be discussed as part of the endeavour 
to define the key features in this essay: the therapeutie relationship and people who hear 
voices.
‘Voice hearer’ refers to any individual who hears voices in the absence o f  any apparent physical other.
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The therapeutic relationship
The interdependent nature o f  the therapeutic relationship
Roth and Parry (1997) and Goodwin (2003) point out that research into the therapeutic 
relationship generally focuses on the contribution of the client, therapist and the 
interactions between the two, therefore assuming that the worlds of client and therapist 
will not usually overlap; it is thus constructed as occurring between two people (a dyad).
Prilleltensky and Fox (1997) remind us that psychology "is not, and cannot be, a neutral 
endeavour conducted by scientists and practitioners detached from social and political 
circumstances. It is a human and social endeavour" (p. 3). Hence, in researching the 
therapeutie relationship with people that hear voices it is important to recognise that the 
work of mental health practitioners involves interfacing between polities, culture, history, 
academic and research expertise and the lay public. An ecological community psychology 
perspective would posit that all these aspects of social context exert a mutual influence on 
each other and can be understood as ‘interdependent’ (Levine & Perkins, 1997). Thus the 
belief system practitioners hold can have profound implications on how they approach a 
voice hearer. Hence I see the therapeutie relationship as an intersection where family, 
community, society, institutions, professionals and users share existence and meaning 
making, allowing thus for an analysis beyond the dyadic interaction between two 
individuals.
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It is worth asking at this point why focusing on the therapeutic relationship is relevant to 
research with voice hearers. I believe that a failure to acknowledge the interdependent 
nature of the therapeutie relationship with its context has led therapeutic practice with 
voice hearers to be dominated by a stringent dyadic perspective, which excludes the 
possibility of forces outside the dyad to be conceptualised as influencing the therapeutic 
process. This may allow practitioners to operate under major assumptions regarding the 
nature of human existence -  without having to disclose these and hence neglect their own 
contribution to the process, the consequence being that researchers’ own voice 
(assumptions, conduct, attitudes, which may contribute to the process) has often been 
missing.
I acknowledge therefore that I am a counselling psychologist in training who has 
therapeutic contact with people that hear voices and who researches this topic within the 
National Health System (NHS). This ‘hybrid’ (Snell, 2006) role requires the researcher to 
frequently take a step back to observe, compare, contrast and question what s/he 
participates in, thus trying to ‘de-familiarise’ the familiar so that meaning can be made 
out of our practice rather than being dismissed or accepted as ‘just the way we do things’ 
(Parker, 2005). Thus, reflecting on my own research practice, including my ‘inherent 
subjectivities’ (Campbell & Wasco, 2000) becomes necessary to work in a transparent 
manner^.
’ The process o f conducting research is as important as the outcome since the process can be just as much 
an ‘outcome’ as the research findings, making it hard to distinguish the process o f  research from the results 
o f the same (Chamberlain, 2006; Campbell & Wasco, 2000). The use o f first person in this review  
exemplifies my agency as researcher and part o f the process.
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Emphasising the therapeutic relationship as interdependent with all layers o f society 
recognises the need for a practitioner to be self-refleetive, as s/he does not operate in a 
vacuum free of assumptions, values and influences. As will be seen, what emerges from 
this analysis is that researchers and practitioners only very recently have turned their 
attention to the active role of the therapist in failing or succeeding to engage clients who 
hear voices (Chadwick, 2006).
My own approach to therapeutic contact with people that hear voices is influenced by 
community psychology (Orford, 1992; Levine & Perkins, 1997; Nelson & Prilleltensky, 
2005), a perspective which I obtained in close collaboration with community and 
Kaupapa (philosophy) Maori psychologists in Aotearoa/New Zealand. Kaupapa Maori 
mental health models’ approach to land and people focus on their spiritual and social 
value rather than on their economical importance (Durie, 1999). The frequently used Te 
Whare Tapa Wha^ model takes a holistic approach, it is metaphorically illustrated as a 
four walled house, with each of the walls representing Waiura (spirituality), Hinengaro 
(mental processes, behaviour), Tinana (the physical) and Whanau (family, social), later 
additions to the model include whenua (land) and te reo (language) (Durie, 1984; 1999).
With this model, voices ‘in someone’s head’ can thus not be conceptualised without 
taking into account the interdependent nature, or ‘totality’ (Thomas, Bracken, & Leudar, 
2004) of human experience. Likewise, a therapeutie relationship cannot be conceptualised 
or practised as a simple dyad occurring between two individuals.
‘W h’ reads in Te Reo (Maori language) as the English ‘F’.
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It is because of this principal notion that practitioner and client, researcher and 
researched, are essentially inseparable from each other (we all belong to the Whanau) and 
their context {Whare Tapa Wha) that Kaupapa Maori mental health research emphasises 
the need for personal investment in the form of self-refleetion and openness on the part of 
the researcher (Bishop, 1999).
So far, my view of the interdependent nature of the therapeutie relationship has been 
discussed. I have claimed that this will allow me to look at literature in a way which 
permits me to pinpoint researchers’ use of self and recognition of context, assumptions 
and influences on the therapeutic relationship.
Next definitions from the literature will be given, followed by a discussion on diagnostic 
language in relation to voice hearers.
The therapeutic relationship: definitions
Psychotherapy research generally divides factors that influence client outcome into four 
areas: extra-therapeutie factors, expectancy effects, specific therapy techniques and 
common factors -  such as empathy, warmth and the quality of the therapeutic relationship 
(Lambert & Barley, 2001). The therapeutic relationship is commonly defined as 
constituting these common factors. It is generally held that it may constitute a multiplicity 
of facets, “often subtly ‘overlapping’ in and between which a client construes his or her 
healing experiences” (Clarkson, 2004, p xxi). The working (Clarkson, 2004), or helping
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(Egan, 2002) alliance is considered an essential facet of the therapeutie relationship in 
most therapies. It is generally defined as the collaborative part of client/psychotherapist 
relationship that enables the client and therapist to work together, even when the therapist 
or client experiences strong desires to the contrary (Clarkson, 2004; Egan, 2002).
Particular focus is given to the contribution of the therapist within psychotherapy 
literature. For instance, Carol and Haviland-Jones (2002) conclude that any “therapist, 
whether ostensibly cognitive or behavioural or dynamic in intentions, brings his and her 
ideoaffective dynamics to the enactment of therapy as well as to a unique interpretation of 
the accepted therapy” (p. 435). Petruska Clarkson (2004) has defined the ‘person-to- 
person’, or ‘dialogical’ relationship as the real, core relationship. It is one part of her five 
principal facets of the therapeutic relationship -  in contrast to theory bound or the ‘object’ 
relationship. Moreover, Carl Rogers (1967), one of the pioneers in the field of counselling 
psychology, emphasised the quality of the relationship aspired through unconditional 
positive regard, accurate empathy, and genuineness offered by the helper and perceived 
by the client as necessary for therapeutic progress.
Within the mental health literature that focuses on psychotic experiences, voice hearing 
and people diagnosed with ‘schizophrenia’, the various facets of the relationship are 
vaguely defined. Researchers refer to it as the therapeutic alliance (Frank & Gunderson, 
1990), therapeutic working relationship (Hewitt & Coffey, 2005), therapist patient 
relationship (Stark, Lewandowski & Buchkremer, 1992), helping alliance (Johansson & 
Eklund, 2003a) and working alliance (Hersoug, Hoglend, Monsen & Havik, 2001). These
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studies use different measurement tools to investigate the therapeutie relationship. 
Moreover, the endeavour to locate studies whieh deal with the relationship is made extra 
eomplieated as ‘difficult clients’, ‘hard to engage clients’, ‘engagement into services’ and 
‘engagement into therapy’ are all relevant to the understanding of the therapeutie 
relationship with this client group (Lister & Gardner, 2006).
Dunn, Morrison and Bentall (2006) define the alliance and relationship as distinct entities, 
the former as basically reflecting the individual qualities of the patient and therapist and 
the interactions between them, and the latter is seen as ‘essential’ in that it enhances the 
effect of the therapeutic alliance. Johansson and Eklund (2003a) define the therapeutic 
relationship as the “foundation by which the professional takes an interest in the patient 
and hopes to induce recovery” (p. 513). With the exception of Hewitt & Coffey 
(2005), no particular reference or focus is given to the therapist’s agency in initiating, 
maintaining and establishing a working alliance. Thus the therapeutie relationship, 
therapeutie alliance, working alliance and helping alliance are used interchangeably 
within the literature.
I have reviewed some of the definitions in current literature. Whilst literature specific to 
the discipline of psychotherapy seems to provide more emphasis on the intricacies of the 
practitioner’s role and agency within the therapeutie relationship, other literature 
conceptualise the therapeutic relationship as measurable and quantifiable and employ a 
variety of instruments and definitions. I will continue to explore the discrepancies
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between disciplines and its consequences for research and practice endeavours with 
people who hear voices.
The therapeutic relationship as a healing factor
In the introduction I mentioned there is a lack of research into the therapeutic relationship 
with voice hearers. This section will provide a brief reference to the importance given to 
this topic in general psychotherapy literature and from the service user movement. The 
rationale for bringing these perspectives into this literature review is not only to establish 
the importance of the relationship in itself, but also to pinpoint that whilst it has been 
extensively written about within the general psychotherapy literature and service user 
movement (of whieh many are voice hearers, see Romme & Escher, 2000), little 
emphasis is given to it within the ‘schizophrenia’, ‘psychosis’ and voice hearer literature. 
Moreover, Romme and Escher (2000) point out that reintegration to society is probably 
the most difficult aspect of the recovery phases voiee-hearers have to go through given 
that voices often not only originate from social problems, but often cause them. Hence 
literature from people in recovery or who have recovered is highly relevant to this review.
Priebe and McCabe (2006) reminds us that relationships within a therapeutie context may 
be amicable or hostile, last for seconds or decades, have a positive or detrimental effect. 
Thus, the term therapeutic relationship is used descriptively and does not necessarily 
assume that all relationships are essentially therapeutic or helpful.
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Over 2000 studies document the predictive power of the therapeutic alliance (Horvath & 
Dedi, 2002; Horvath & Symonds, 1991). This literature suggests that the therapeutic 
relationship is more important than specific techniques, and that eausal mechanisms for 
therapeutic change are: therapist confidence; expectations for improvement; and a 
therapeutie relationship that is characterised by warmth, understanding, acceptance, 
kindness, human wisdom, and empathy (Horvath & Dedi, 2002; Horvath & Symonds, 
1991). This is reverberated in an upsurge of qualitative accounts of people that have 
recovered from mental health problems (Antony, 2000; Carling, 1997; Corrigan, 
Calabrese, Diwan, Keogh, Keek, & Mussey, 2002; Deegan, 1988; Dorman & Penney, 
1999; Lapsley, Nikora & Black, 2002; Mead & Copeland, 2000; Mental Health 
Commission, 1998; 0 ’Hagan,1989, 1999, 2006; Read, 1996), where the quality of 
therapeutie relationship, which should be based on mutuality and respect to generate hope 
and positive experiences is the recurring factor seen as critical for individual treatment 
participation and recovery. This seems to also be true for people in psychiatric inpatients 
settings (Johansson & Eklund, 2003b).
Deegan (1996), an influential service user movement advocate and clinical psychologist 
states that in order for service users to experience help as helpful, we need to whole­
heartedly enter into a relationship with human beings so that we can understand them and 
their experience rather than seeing an illness or disease. This could be seen as Clarkson’s
(2004) reference to the therapeutic relationship as the ‘person-to-person relationship’, the 
real or core relationship.
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Thus, so far, I have discussed that whilst mental health literature struggle to consistently 
define the therapeutic relationship in research, literature from psychotherapy and service 
user movements construct the quality of the therapeutie relationship, the person to person 
relationship, as a pivotal factor in rehabilitation from mental health distress, irrespective 
of technique or psychotherapy form.
If we construct an illness from symptoms^ such as voices, we are likely to focus the 
therapeutie intervention on that illness, rather than focus on the voices and their possible 
meaning and causation. The former approach implies the therapeutie relationship is 
secondary to medical (psychiatric) intervention. With the next heading I will provide a 
brief discussion on psychiatric diagnosis. This relates highly to people who hear voices 
and it can also be a factor influencing the therapeutic relationship.
Symptoms in this review is used in the following sense; symptoms as a reaction to difficult events.
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From ‘schizophrenic’ to ‘voice hearer’
A voice hearer andformer service user reads out her collection o f diagnosis: 
“Chronic depressive state, major depressive illness, depressive illness 
secondary to corticosteroid therapy, chronic hallucinations, psychotic illness 
non-specific, paranoid schizophrenia, borderline personality disorder, post- 
traumatib stress disorder, and multiple personality.
So you can take your pick”, she concluded
(Lapsley, Nikora, & Black 2002, p. 30)
Voice hearing alone ean lead to a diagnosis of ‘schizophrenia’ if the voices are persistent 
for more than a month, and lead to a diagnosis of ‘acute sehizophrenia-like psychotic 
disorder’ if duration of voices is less than one month (APA, 1994; ICD-10). It is 
estimated that between 60% to 70% of individuals with a diagnosis of ‘schizophrenia’ 
experience ‘auditory/verbal hallucinations’ (WHO, 1973, 1979).
Despite the apparent certainty of definitions in the American Psychiatric Association’s 
Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) (1994) and the 
International Classification of Mental and Behavioural Disorders (ICD-10) (1992), 
authorities in the field of psychology and psychiatry have reviewed available psychiatric 
data on the symptoms, course, and outcome of ‘psychotic disorders’ with the conclusion 
that there is no evidence that the diagnosis of ‘schizophrenia’ identifies a meaningful 
syndrome distinct from other mental states (Boyle, 2007, 1990; Bentall, 2004, 2003, 
1990; Read, Mosher, & Bentall 2004; Szasz, 1964, 1971). As Bentall (2004) points out, 
one implication of this analysis is that the focus of research should be on particular 
complaints such as ‘hearing voices’ per se, treated in their own right rather than as
symptoms of an illness. Henee this review will follow current^® approaches to voices and 
treat them in their own right (Fuller, 2006; Phillips, 2006; Sorrel, 2006).
I stress that the purpose of this brief critique of the medical concept of ‘sehizophrenia’ is 
to make a moral point and not to deny that people have emotional, mental health 
diffieulties, or “problems in living” (Pilgrim, 1990, p. 215), and that sueh people can seek 
and benefit from the medical illness metaphor (Lee, 2005; Davis, 2005) and find 
medicine useful to combat stressful voices (Cockshutt, 2004; Davis, 2005). It is rather a 
eoneem about the ‘mystification’ of language (Szasz, 1964; 1971); calling people ill 
when they are not and confining people when claiming treatment^ ^  (Read, Mosher and 
Bentall, 2004; Rufus, 2005). Leudar and Thomas (2001) call this dilemma the ‘politics of 
hearing voices’, that is, what people make of these experiences as they are “caught 
between the rocks of mystification and pathologisation” (p. 6). I will emphasise the 
difficulty with which therapists may enter the ‘mystic’ world of clients, and the historical 
ease with which we have followed the road of ‘pathologisation’.
Strauss (1969) conceptualised voices as lying on a continuum with ‘normal’ behaviour. 
Estimates within the general population vary between 4% to 5% annual incidence (Tien, 
1991), with 10-25% experiencing voices at least once (Slade & Bentall, 1988), many of
See doctoral research project by Aylish Campbell at the University o f Manchester launched on World 
Voice Hearers Day (14 Sep, 2006) investigating why some people find their voices distressing and others 
do not : http://www.manchester.ac.uk/aboutus/news/pressreleases/hearingvoices/
[Visited 01.02.2007.]
On average, 30% o f inpatients in NHS acute adult psychiatric units in England and Wales are detained 
involuntary (Ford et al., i998), and as many as 57% in inner London (Ward et al., 1998).
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them eope well without need for mental health services, indicating that hearing voices is a 
phenomenon that is not necessarily associated with ‘schizophrenia’ or ‘psychosis’ 
(Beavan, 2006; Romme & Escher, 2004, 1993; Blackman, 2001; Leudar and Thomas, 
2001; Watkins, 1998). In addition. Table 1. (see p. 117) shows voices are common in 
relation to a series of conditions and situations. It is important for psychotherapeutic 
practice to recognise that a client who is hearing voices may do so as a response to a 
variety of situations.
Whilst voices can be studied in their own right as a phenomenon on a continuum of 
experience with no need to invoke diagnostic language, this review will use literature 
referring to the ‘schizophrenic’ due to the pervasiveness of this concept. The medical 
conceptualisation of mental health problems is deeply rooted and pervasive in the 
National Health Service (NHS) in the UK and elsewhere (see recent special issue of The 
Psychologist, 2007). Henee much of the discussion surrounding diagnosis and 
assumptions related to diagnosis is relevant to this review, as many people who hear 
voices continue to be categorised as ‘schizophrenic’.
I have positioned my interdependent stance on the therapeutic relationship, which has 
historically been significantly less studied and understood in relation to people that hear 
voices, as opposed to formal psychotherapies. If voices can be understood as an
Watkins (1999) joins in with others pointing out great achievements carried out by important and eminent 
voice hearers: Freud, Jung, Gandhi, Socrates, William Blake, Martin Luther King Jr, Robert Schumann, 
Moses, Jesus, Saint Paul, Saint Teresa, Saint Augustine, Saint Francis, Joan de Arc, Luther, Joseph Smith, 
Mohammed, and Emanuel Swedenborg.
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‘ordinary’ (Hayward & May, 2007) experience, rather than as a symptom of illness, what 
kind of barriers could hinder psychotherapeutic practice to research the therapeutie 
relationship with this client group? Henceforth some literature with people that have a 
diagnosis with ‘schizophrenia’^^  will be reviewed and discussed.
The therapeutic relationship with people diagnosed with ‘schizophrenia’: some 
illustrative examples
I will proceed to examine two studies, one quantitative (Frank & Gunderson, 1992) made 
over two decades ago, and one qualitative (Olsen, 2000). Research such as this, although 
scarce, consistently indicates the importance of the therapeutie relationship with this 
client group.
First study
A frequently cited study investigating the therapeutic alliance, for its comprehensiveness, 
is Frank and Gunderson’s (1992) who investigated 143 patients with ‘nonehronie 
schizophrenia’ and the role of the therapeutic alliance in relation to psychodynamic 
psychotherapy, compliance with medicine, and outcome after 2 years. Overall good 
alliance was associated with greater acceptance of treatment, better overall outcome, and
I remind the reader that up to 70% o f people with the diagnosis o f  ‘schizophrenia’ hear voices, making 
this type o f  literature relevant to the topic o f  this review.
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less medieation use. Although half the patients (72) left the study after 6 months, 71 
clients remained for 12 months and were able to engage and develop a therapeutic 
alliance that contributed to treatment outcome. The authors point out limitations to the 
study sueh as only providing therapist ratings of the alliance and its correlational nature 
(i.e. difficult to ascertain good therapeutie alliance as the cause to positive outcome). The 
authors state that “only 2 (5.1%) of 39 patients who had a poor'alliance in the first 6 
months went on to develop a good one” (Frank & Gunderson, 1994, p. 231), proceeding 
then to interpret this as a negative outcome. One could, however, interpret it as positive 
that 39 patients stayed in the TR for six months despite a poor alliance and that two went 
on to develop a positive one^ "*. I for one, would imagine it difficult to endure a negative 
therapeutie alliance for six months in psychotherapy!
Frank and Gunderson (1992) make no effort to examine the likely role of the 
psychotherapists (whom were all trainees) in succeeding or not to maintain a positive 
alliance. For instance, research has shown that the therapeutie relationship is 
characterised by a reciprocal relationship between the attitude of therapists and the 
attitude expressed by patients (Stark, Lewandowsky, & Buchkremer, 1992). Stark and 
colleagues (1992) showed that diffieulties in the dyadic therapist-patient relationship was 
predictive of a poorer therapeutic outcome at a two-year follow up, therapists who 
rejected their patients or felt their therapeutie skills to be inadequate for those patients
What is emerging from these studies is the importance o f context. For instance, these clients may have 
been influenced by institutional effects such as pressure to comply to treatment. See heading ‘The 
therapeutic relationship in psychiatric wards’ below.
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were for their part rejected and considered incompetent by the patients. Authors conclude 
the need for therapist to “consider how to scale down any detached or even critical 
behaviour” (Stark, Lewandowsky, & Buchkremer, 1992, p. 166).
In contrast to Frank and Gunderson (1992), Dunn, Morrison and Bentall (2006) found no 
support for the therapeutic alliance having a direct effect on outcome. They investigated 
the relationship between patient suitability, therapeutie alliance, homework compliance 
and outcome in cognitive behavioural therapy for psychosis. They found evidence 
suggesting the quality of the therapeutie alliance ean be established after three sessions, 
whieh should challenge “assumptions that therapists may hold regarding the difficulties 
of achieving” a good therapeutic alliance “and therapists are advised to spend time 
establishing such a relationship at the outset, as it is likely to be maintained [...], 
moreover “therapists would be well advised to [...] consider appropriate changes in their 
own contributions to the process” (p. 151). McLeod (2002) and Hewitt and Coffey
(2005) emphasise that the understanding of the therapeutic relationship, in particular the 
therapist’s role, with service users remains poorly understood and under researched due to 
persistent negative attitudes and expectations amongst clinicians. Indeed, Chadwick, 
Birchwood and Trower, (1996) identified therapist attitude as the most important threat to 
relationship building with people suffering from voices, delusions and paranoia.
However, the studies reviewed in this section so far indicate that 1) clients with diagnosis 
of ‘schizophrenia’ are able to maintain and benefit from a positive therapeutic alliance
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and 2) negative therapist’s attitude ean be related to negative perception of the therapeutic 
alliance form patients, which later may have an impact on therapeutic outcome.
The next major heading -  Stepping out of our comfort zone... -  will deal with the 
assumptions and attitudes that therapists may hold and their possible effect on the 
therapeutie relationship. I will first discuss a second, qualitative study conducted with 
people diagnosed with ‘schizophrenia’.
Second study
Olsen (2000) studied 11 elient-therapist dyads and analysed change in client 
‘psychopathology’ as well as conducting an assessment of the therapeutic relationship in 
regards to ‘ego-consolidation therapy’. Examples of clients’ perceptions include: [the 
therapist’s] “attitude towards me was brilliant as well, and I felt respected and accepted as 
a person and not only as a client in hospital, which is how most others perceive me” (p. 
205). Understanding and trust was a theme that clients valued to establish a good 
therapeutic relationship. The results show that both client and therapist perceived the 
quality of the relationship as improving as the process of therapy unfolded, reaching a 
positive therapeutie relationship within the first month. The discussion of the results is 
sometimes underpinned by the epistemologieal assumptions of a medical model (outlined 
earlier). For instance, Olsen (2000) cites studies reporting that ‘schizophrenic’ clients are 
more likely to trust people whom they perceive as honest and unambiguous, and proceed 
to give recommendations for treatment based on these studies. I would posit that anybody
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is more likely to trust people whom they perceive as honest and unambiguous. However, 
Olsen (2000) makes, in her role as a counselling psychologist, a fundamental and erueial 
final remark as a result of her findings, which is at the heart of this review:
[...] there is a need for relationship research with schizophrenic clients to 
take place, as it is possible to assume that as much will be learnt from this 
research as was learnt from relationship research with non-psychotic clients. 
It is also possible to assume that future therapeutic methods for schizophrenic 
clients will be developed based on results from such research. Henceforth, 
counselling psychologists ought to participate in this research, as it may 
broaden the area in which counselling psychologists are perceived to have 
expertise.
(p. 215)
So far I have reviewed literature that emphasises little research has been carried out 
investigating the therapeutie relationship with this client group, however, studies 
eommitted to the endeavour do indieate that the quality of the relationship with a 
professional is equally important for this elient group as it is for other elient groups 
receiving psyehotherapy. What may be hindering therapists to research, and acknowledge 
relationships with people that hear voices, and why has it been sueh a neglected facet with 
this client group? Some elues ean be diseemed from psychosoeial studies into 
rehabilitation.
Researeh from USA (Bola & Mosher, 2002; Fenton, Mosher, Herrel & Blyler, 1998), 
Sweden (Cullberg, Levander, Holmqvist, Mattson & Wieselgren, 2002), Finland and 
Germany (Mosher, 2004) demonstrate that therapists’ personal qualities in generating 
positive expectations and providing a confiding relationship is more important than
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“variables ordinarily thought to be predictive of outeome, sueh as therapist experienee, 
duration of treatment, type of problem, patient charaeteristies, theory of intervention” 
(Mosher, 2004, p. 361). Read (2002) points out that what is emerging from this type of 
work is a “re-examination of the role of the mental health professionals” (p. 6), as they 
are asked to move into the relational, or to use psyehotherapeutie terms the ‘person-to- 
person’ therapeutie relationship. However, the assumptions, beliefs and fears we hold 
about entering sueh a relationship with someone who hears voiees may require 
eonsiderable ‘re-examination’ not only of our role as therapists, but of our belief system.
Next I will ask what are the risks, barriers and assumptions that some authors, ineluding 
myself, see as a major hindranee in developing researeh that inform positive therapeutie 
relationship building with people that hear voiees?
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stepping out of our comfort zone and entering the relationship with people who hear 
voices -  major challenges
Medication
...they might help me as far as keeping myself together, but it don’t help as 
far as hearing voices
(interview 21, in Coffey et al., 2004, p. 441)
Psychiatrist Marius Romme (Romme & Eseher, 2004) pointed out that medieine with 
voice hearers should only be used to diminish the stress the voiee ean cause, emphasising 
it is a miseonception that medicine ean target the voiees per se. However, Western 
psyehology practice has reeently been eritieised for its persistent adherence to psychiatrie 
perspeetives (diagnosis) and eures (neuroleptie drugs) when faeed with people’s distress 
(Boyle, 2007; Cromby, Harper & Reavey, 2007; Monerieff, 2007). Moreover, 
psyehological therapies with voice hearers are normally eoneeived only in eonjunetion 
with neuroleptic drugs in mental health serviees (Wykes, 2004). While some serviee users 
find antipsyehotie medieation to be helpful against stress indueing voices (e.g. Davis, 
2005; Markwood, 2005), between 25 to 50% of people will relapse on medieation, with 
voiees persisting and exaeerbations and relapses occurring frequently (the norm is to label 
sueh symptoms -  and clients - ‘drug resistant’) (Tarrier, 1994). The devastating effeets of 
eonventional antipsyehoties, such as tardive dyskinesia ,which involves uneontrollable 
movements of the tongue, lips, face, hands and feet, was deseribed in the early 1980s as
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the “worst medieally-induced disaster in history” (Ross & Read, 2004) and eonstitute 
obvious barriers whieh ean affeet eommunieation and engagement in therapy. Studies 
show this type of medicine can also affect cognitive funetioning and eause voiees to be 
stronger and more intrusive when withdrawing from drug-therapy treatment (Johnstone, 
1989; Romme & Eseher, 2004).
The therapeutic relationship in hospital settings
Rehabilitation psyehiatry is praetieally an ‘evidenee free’ zone in modem psyehiatry 
(Killaspy, Harden, Holloway, & King, 2005), with reeent publieations pointing out the 
alarmingly scant research enterprises into the active ingredients in rehabilitation from 
severe and enduring mental distress in general (Slade & Hayward, 2007), and with people 
that hear voiees in partieular (Newton et al., 2007). Moreover, some authors elaim there is 
no direet research on what psychologists actually do to ensure elients enter into and 
remain in therapy with clients in mental health serviees (Lister & Gardner, 2006; Priebe 
& MeCabe, 2006), in partieular in aeute inpatient settings (Durrant, Clarke, Tolland & 
Wilson, 2007). This is rather worrying, eonsidering UK government poliey explieitly 
states that all mental health serviee users should “reeeive eare whieh optimises
The average prevalence o f  tardive dyskinesia (TD) among people on antipsychotic drugs is 30%. Among 
people over 45 years, 26% develop TD after just one year on the drugs and 60% after 3 years, with 23% 
developing severe TD. Effects include: dental decay, impaired swallowing, gait disturbances, impaired 
mobility and obvious TD may lead to experiencing shame, guilt, anxiety and depression. The 
pharmaceutical industry has admitted that in 75% o f cases, TD is irreversible. A  1992 estimate based on 
everyone who had ever received the drugs to that date, amounted to 86 million TD cases, 57 million o f  
whieh were irreversible. (Source: Ross and Read, 2004)
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engagement, antieipates or prevents a erisis and reduces risk” (National Service 
Framework [NFS]; Department of Health , 1999, quoted in Lister & Gardner, 2006, p. 
419).
Psyehologieal therapies in ward atmosphere is a relatively new and under researehed 
development (Durrant et al., 2007), but therapies do take place with people that hear 
voices. Goodwin (2003) highlights the difficulties in working as a psychologist with 
clients affected by psychosis who also receive interventions fi'om other diseiplines. A 
struggle to ensure client confidentiality (e.g. dilemmas about how much content of 
therapy to share with interdiseiplinary team), lack of control of the setting (e.g. no 
alloeated physieal space to provide therapy) and lack of focus (confusion about what the 
therapy is for), eontribute to a “struggle to provide even the most basic elements of the 
therapeutic frame” (Goodwin, 2003, p. 151). Authors eonsistently point out that the 
psychiatric context is different from that of general therapeutic practice, in many eases it 
is the professional, not the patient, who initiates the treatment relationship; patients are 
often in this environment involuntarily; timescale for treatment is rarely fixed and often 
involves a multidisciplinary team; it is eelectic in its theoretical model and therapy school 
and may include interventions on a physical, psychological and social level (Priebe & 
MeGabe, 2006). If these aspeets are perceived as negative by the clients, they may 
constitute a threat, or barrier, to the establishment of a working therapeutie relationship or 
alliance. For instanee, Johansson and Eklund (2003a) studied the interrelationship 
between the therapeutie relationship and ward atmosphere. They found a signifieant 
relationship between ward-atmosphere faetors with ratings of the helping alliance. The
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important ingredients in the establishment of the helping alliance were support, 
programme clarity and spontaneity. Support was about how the patients perceive the 
social climate in the ward, a high level implying the patients feel encouraged and 
supported.
Considering the interdependent nature of the therapeutic relationship outlined in this 
review, the ward atmosphere remains a considerable, potential obstacle not only for the 
therapeutic relationship in itself, but also for endeavouring to research it.
Researching the therapeutic relationship with voice hearers: issues in epistemology
Some authors claim the shift towards evidence-based practice has led to an increased 
emphasis on measurable outcomes of interventions and an apparent acceptance of 
treatment methods only where scientific evidence appears to prove effectiveness (Hewitt 
& Coffey, 2005). Consequently, Roth and Fogany (2005) point out that treatment 
modalities such as cognitive behavioural therapies (CBT) may be adopted by default by 
the NHS for its market value rather than its alleged superiority, as CBT practitioners who 
are more research oriented may have created a sense this is the only evidence based 
practice.
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The debate is rooted upon differences in epistemological approaches to psychological 
science, which often stem from differences in the ftmdamental aims and beliefs of the 
researchers (Brown, 2002).
For example, Paley and Shapiro (2002) argue that interventions aimed at people 
diagnosed with schizophrenia have ignored two key findings from the general 
psychotherapy literature: the contention, already mentioned in this review, that differing 
models of intervention broadly result in similar outcomes (known as the ‘equivalent 
outcomes paradox’); and second the phenomenon of ‘investigator allegiance’, or 
‘theoretical allegiance’ (Luborsky & Barret, 2006) whereby conclusions “that may be 
safely drawn from comparative research are compromised by researchers’ unwitting bias” 
(p. 5).
Tarrier, Haddock, Barrowclough and Wykes (2002) claim there is no evidence for the 
‘equivalent outcomes paradox’ in treatments for psychosis, while Norcross, Beutler, and 
Levant (2006) state that although there is clear evidence that CBT treatments can have 
positive clinical outcomes, there is little evidence to support the superiority of CBT when 
compared with other therapies matched for therapist attention.
Shapiro and Paley (2002) insist that the equivalent outcomes paradox and investigator 
allegiance is a problem that remains influential to research in psychosis. What is 
highlighted by this debate, is the emphasis on technique and research methods at the 
expense of the research question at hand (i.e. ‘methodolatry’, Chamberlain, 2000).
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Shapiro and Paley’s (2002) initial concern was the reluctance to translate wider 
psychotherapy research to clients diagnosed with schizophrenia. It highlights the 
epistemological divide, or “paradigm clash” (Brown, 2002, p. 242), between believing the 
‘schizophrenic’ has a brain altering illness requiring a certain approach and believing a 
person with the diagnosis of schizophrenia, or someone who hears voices, can benefit 
equally from the therapeutic relationship as other client groups. The role of the 
therapeutic relationship in the treatment of people with a diagnosis of schizophrenia, 
which was an initial driving force in this debate, is symbolically ignored as technique (i.e. 
CBT vs Psychodynamic) overrides relationship building, a concern which has been 
expressed by other authors (e.g. Mosher & Burti, 1992). Moreover, there is almost no 
research randomising patients in relation to therapists (Roth & Fogany, 2005).
The epistemological clash may continue to divide researchers in the future (Brown,
2002), and may continue to be a barrier for the investigation into the therapeutic 
relationship with people that hear voices (and those that receive a diagnosis of 
schizophrenia) as they may not be considered suitable for such research. Hewitt and 
Coffey (2005), and Repper (2002), argue that the lack of rigorously pursued research on 
psychotherapeutic approaches with people diagnosed with ‘schizophrenia’ is the belief 
among mental health practitioners that individuals with a serious ‘mental illness’ are 
unable to collaborate in a therapeutic relationship. Similarly, service user movement 
advocate O’Hagan (1989) states that “no-one suffers from loss of credibility like mental
102
health consumers do” (p. 21). Meanwhile, the role of the therapist remains a largely 
ignored issue.
Next, the emphasis turns to the therapist and his/hers assumptions and role in the 
therapeutic relationship with people that hear voices.
Radical collaboration and accepting the realm of voices
Earlier, 1 reviewed previous research with people diagnosed as ‘schizophrenics’ and 
pointed out some researchers’ concerns about a pervasive negative attitude that remains in 
working therapeutically with this client group.
Chadwiek (2006) acknowledges CBT literature has taken for granted the importance of 
the therapeutic relationship and states regarding the greatest threat to collaborative 
relationships in therapy:
Over the ensuing decade 1 have eome to suspect that the greatest of these 
threats is therapist beliefs and assumptions -  what 1 now call anti- 
collaborative modes (p. 21)
When discussing challenging cases, Chadwick et al. (1996) point out the danger of 
therapists labelling all clients that do not change or improve as difficult or challenging 
people. According to Chadwick (2006) this danger stems from therapists’ assumptions 
about people with ‘psychosis’ (e.g. as dangerous) and about how therapy should progress
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(e.g. if clients don’t change it reflects badly upon me). Chadwick (2006) claims the 
therapist needs to be aware of when these assumptions occur, accept when they have 
occurred, and be open to discuss them in supervision. Failing to do so can evoke anxiety, 
fear and feeling threatened or fearful, which may lead to passivity, avoidance (i.e. 
cancelling sessions) or blaming the client (e.g. s/he is a ‘difficult client’). For instance, 
research has shown that fears amongst practitioners to talk about abuse histories, as they 
believe they will ‘disturb’ or ‘induce false memories’, with people that hear voices are 
related to assumptions regarding diagnosis of ‘schizophrenia’ and biological aetiology 
beliefs(Y oung , Read, Barker-Collo & Harrison, 2001). Chadwick (2006) proposes a 
radical form of collaboration, where the client is allowed to achieve her/his goals within a 
supportive relationship free of these therapist assumptions. Taking these ideas a step 
further, anti-collaborative modes such as those outlined so far may go as far as preventing 
therapists from undertaking therapeutic work with such individuals (e.g. refusing 
referrals), in similar ways as research into the therapeutic relationship may be hindered by 
beliefs about ‘schizophrenics’.
Ultimately, Chadwick (2006) points out therapists need to “meet the person, not the 
problem” (p. 23). Therapists need to understand clients’ experience, or perspective, 
without ‘colluding’, which may be difficult given the unusual nature of hearing voices.
Read, Morrison, Van Os, and Ross, (2005) concluded from their comprehensive review that voices 
commenting and command hallucinations are significantly related to child abuse (particularly sexual abuse) 
amongst service users.
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Avoiding collusion with the client
Chadwick et al. (1996) focused on possible failures of empathy from the therapist and 
state “that an aspect of the client’s experience may be beyond a therapist’s empathy, but 
the client’s human response to it is not and it is this response which is a foundation for 
empathy” (p. 39). For instance, in my own practice as a trainee, I was not able to 
empathise with the experience of a female in her late 30s who was hearing that someone 
was outside her door with a needle telling her she will be stuck with it in her eyes, but I 
was able to empathise with the feeling of terror and bewilderment she expressed in 
relation to this experience.
Romme and Escher (2004) elaborate further on the non-judgemental acceptance of the 
voices and client experience. They conclude:
This means accepting people’s voices as real, and proving it by allowing 
patients complete freedom to talk about the experience in their own terms, be 
it as an ‘auditory hallucination’ (if the patient sees it as a symptom of an 
illness) or ‘supernatural experience’ (if the patient believes the voice comes 
from someone who has died), etc.
(p. 62)
Personally I worked with a male client with a diagnosis of ‘paranoid schizophrenia’ who 
had over a decade of experiences in psychiatrie institutions and adhered strongly to the 
‘illness metaphor’. It meant aecepting his experiences and explanations by stepping back 
from my own psychosocial perspectives. This proved a challenge for me, often feeling the 
urge to correct or question early in the interviewing, making me feel frustrated and 
incongruent. However, in order to avoid colluding with certain aspects of his beliefs (e.g.
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“I am ill I will never be able to have a relationship”), I had to embark on a balancing act 
between aeeepting his explanations whilst finding ways in whieh to challenge and make 
him look at the eonsequences of such negative beliefs. Deegan’s (1996) call to enter 
‘whole heartedly’ in relationships with people recovering from distress may be a daunting 
endeavour for many therapists as they are essentially asked to enter the relationship by 
“taking the voice hearers perspective as the starting point for their work, not the therapist” 
(Romme & Escher, 2004, p. 36). Going back to my client, it means accepting he finds it 
useful to think of his intrusive ‘thoughts’ as an ‘illness’. We need to find a “common 
language” (Chadwick, 2006, p. 30), for instance, me saying “so your experience at the 
time was” rather than “so you believe that” (p. 30), the latter being a potential doubting 
response whieh conveys scepticism.
Accepting the realm o f voices
Entering a therapeutic relationship with a person who hears voices may be a daunting task 
as clinieians are often faced with phenomena that are outside the seope of our own 
experiences (sueh as hearing voiees) (McLeod, 2002). For instanee, to step-baek and stay 
in the person-to-person relationship with someone who sees and hears the dead may 
prove daunting, even threatening. Therapists may be tempted to interpret or challenge the 
‘reality’ of voices whieh may do no good for the client in terms of feeling validated and 
understood (Chadwick, 2006; Romme & Escher, 2004). Lysaker and Lysaker (2006) and 
France and Uhlin (2006) explain from a narrative therapy perspeetive how therapists may 
endanger the therapeutic relationship by feeling pressures to fill in voids or explain
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incomprehensible stories. Instead, Chadwick (2006) and Romme and Escher (2004) 
emphasise therapists should refrain from interpreting too early into the interviewing, and 
respond to the stress while accepting that the voices are real.
The pressure to fill in incomprehensible stories may stem from our own insecurities and 
belief systems, which are influenced by the interdependent layers in the culture we live in 
-  the prevailing belief systems (Brown, 2002) and educational influences (Cromby, 
Harper and Reavey, 2007).
My personal experiences in Aotearoa/New Zealand has influenced my take on voice 
hearing and propelled my search for literature such as Chadwick’s (2006) and Romme 
and Escher’s (2000). It was not unusual for me to have friends who had experiences in the 
spiritual realm, such as the Maori lecturer at university who told me about a Pakeha 
(white) thieve who ended up in a psychiatric institution after stealing his grandfather’s 
pounamu^^, or the Maori boy who blessed stones and heard and saw spirits. These people 
lived surrounded by a cultural discourse dominated by indigenous Maori values, such as 
the discussed Te Whare Tapa Wha model, whieh allowed the lecturer’s story to be told 
and accepted in a western academic institution, it allowed the boy’s voices and visions to 
be seen as something normal, even desirable and admirable. Research has commented on 
how Maori participants mention having conversations with a kuia (female elder.
Maori term for greenstone, also known as jade or nephrite. Pounamu is a taonga or treasure in Maoridom, 
and used for tools and jewellery, considered to east a curse unless received as a gift.
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grandmother) who had passed on, hearing her speak words of comfort or advice was not 
seen as an aspect o f mental ill health (Lapsley, Nikora, & Black 2002).
Romme and Escher (2004) argue an essential prerequisite skill a therapist needs to 
develop is ‘willingness to accept and acknowledge that the experience” o f the client “is 
real” (p. 36). In my case, accepting the lecturer’s and the boy’s realities was a challenging 
feat, which required me to step outside my own reahn of reality; it meant accepting that 
there were spirits in the room and that he could hear and see them -  and that this was not 
negative, dangerous or pathological.
Similar experiences with clients have influenced my realisation that the context in which 
someone lives can determine the response to such phenomena. For instance, a young 
client described how good it felt to talk to me about his voices as his family shouted at 
him whenever he would speak about the voices he hears: “stop talking about that!”, “be 
quiet!”, “it’s crazy!”. Barker (2000), Bentall (2003 ), Brown (2002), Helmut (1999), 
Thomas et al. (2004) and Wilkinson (1999) have addressed the deeply entrenched, 
pervasive epistemological separation of inner mind from outer world (Cartesian Dualism) 
which reign in Western thinking, rendering psychological science with the unhelpful 
dichotomy of voices being attributed either to biology or to psychology. To continue with 
a previous example from my clinical experience, when I am entering a relationship with a 
client who speaks with her (dead) grandmother, and hears someone outside her door in 
the ward waiting to come in her room and stick needles into her eyes, I do not 
immediately assume she is experiencing symptoms of her diagnostic (paranoid
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schizophrenia) ‘illness’. I see a ‘reality’ whieh is different from or not reducible to 
individual selves or brain activity, I have to “de-essentialize” any notion of either persons, 
relationships, or brains as things (i.e. objects) to be examined or seen as originary sources 
of action (McNamee & Gergen, 1999, p. 22). The implication being that her voiees can be 
understood in a holistic, relational aspect, situated within her personal, historical, 
political, spiritual, and cultural context.
Contemporary approaches to voices where people’s social interpersonal relating style has 
been linked with their relationship to voices (Phillips, 2006; Sorrel, 2006 & Hayward,
2003), allow therapists to enter into the therapeutic relationship with the voices as a ‘third 
entity’. Hayward and May (2007) talk about the voice as an ‘interpersonal other’ in their 
article ‘Daring to talk back’. ‘Relating therapy’ and ‘voice dialogue’ techniques are used 
to address the voiees directly, requiring the therapist to retain “a respectful attitude to the 
voice while always respecting the voice hearer” (p. 14).
Emerging from this section is a sort of therapeutic relationship which requires, to reiterate 
Read’s (2002) words, a considerable ‘re-examination of our roles as a therapists’, one that 
can take substantial effort and personal investment in the form of examining one’s beliefs 
and assumptions.
At the time o f  writing up this paper, the undergoing therapy with this lady has enabled an exploration o f  
her fears o f medicine -  as expressed by her visions o f needles -  and her fundamental mistrust for fellow  
patients and members o f  staff, including myself. We have also been able to explore her conversations with 
the grandmother, which relate to her feeling o f  loneliness and nostalgia for her home country.
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The last seetion of this paper will review some contemporary forms of working 
therapeutieally with people that hear voices, with a particular focus on how the 
therapeutic relationship is portrayed and valued.
The therapeutic relationship with people that hear voices
Romme and Escher (2000) state that nearly every voice hearer they know who has learnt 
to live with their experiences has described how important it is to have a friend, partner or 
family member who listened, accepted them and gave them a sense of security. When 
voices are very powerful, Romme and Escher (2000) claim, voice hearers need relief and 
support rather than treatment. Although this review is concerned with the therapeutic 
relationship, it is important to recognise that many voice hearers develop their own 
successful strategies to cope, some of which are culturally bound such as using strategies 
associated with religion (Davies, Griffin & Vice, 2001; Wykes, 2004). However, 
literature suggests that when voices become powerful, louder, more intrusive and frequent 
personal strategies seem difficult to employ (Romme & Escher, 2000).
Many different ways exist in which the therapeutic relationship may take form in working 
with voices. Kiviranta (1998) for instance, describes a successful 10 year long 
psychoanalytic orientated therapeutic relationship with a male who heard voices in which 
interpretations of dreams served as a vehicle to understand the client’s derogatory, 
accusing and scornful voices regarding the client’s sexuality. Kiviranta (1998) stresses 
qualities such as humour and sense of communication: he “sometimes laughed at his
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voices, even at those that accused him of masturbation. Simultaneously the voices became 
milder and at last disappeared totally” (p. 167). Kiviranta also makes unusual remarks on 
the person-to-person relationship: “I liked Matti from the outset, and my feelings have 
developed to real love and interest in Matti” (1998).
Similarly Dorman (a therapist) and Permey (former service user) (1999) describe in a 
highly personal way their nine year psychodynamie therapy where the “very basic human 
presence enabled her to emerge from the nightmare of her symptoms”, whieh ineluded 
continuous “auditory hallucinations” (p. 11). The most important thing for the therapeutic 
relationship is constructed as the therapist always “conveying to me that I was a whole 
person, that I was not a label or diagnosis” (p. 12). They mention talking about her voices 
as significant for their understanding and enhancement of the relationship. The voices 
were conveying murderous arguments about killing the therapist, which became a venue 
to discuss her fundamental mistrust of the therapist and people in general.
A study by Coffey, Higgon and Kinnear (2004) conducted qualitative analysis of 20 voice 
hearers who received care in the community. Their findings are consistent with previous 
findings (Rogers & Pilgrim, 1994; Adam et al., 2003) in that service users value the 
relationship they have with the nurse and emphasise the importance of the quality of the 
relationship, with one respondent expressing “when ... they asked me ... questions that 
were relevant to what I was experiencing ... I was smiling you know” (Coffey et. al..
The majority o f  people who suffer distress from voiees live in the eommunity and receive care from 
Community Mental Health Nurses, the largest profession in community mental health care in the UK  
(Coffey, Higgon & Kinnear, 2004)
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2004, p. 339). Research indicates that talking about voices and what they mean is an 
effective way to reduce anxiety and isolation, as they often have an important message for 
the hearer even when the voiees are overwhelming and seemingly destructive (Romme 
and Escher, 1993; 2000).
Individual and group psychological therapies, in particular cognitive treatments, have 
produced innovative conceptualizations towards understanding and engaging with voiees. 
Authors have found a positive relationship between appraisals of malevolence and 
resistance of the voiees (causing distress) and between appraisals of benevolence and 
engagement with the voices (allowing for coping) (Chadwick & Birchwood 1994; 
Chadwick, & Birchwood, & Trower, 1996). Birtchnell (1996, 2002) has developed a 
theory in whieh dimensions of power and proximity are used to understand positive and 
negative relationships in the social world, and suggested this framework can be used to 
lessen negative relating and increase tolerance of others’ negative relating styles. Fuller
(2006) explains the workings of this ‘relating therapy’ in that it can focus on the 
relationship between the client and therapist, the client and a particular other’s 
interrelating, or on the client’s general social relating through observation, recognition 
and exploration into negative relating styles and the maintenance of sueh behaviour. 
Hayward (2003), Phillips (2006) and Sorrel (2006) have explored this further, suggesting 
that individuals relate to the voices and people within their social environment in similar 
ways.
Emphasis is therefore strong on the need for psychotherapists’ full engagement with the 
client -  whieh, as mentioned earlier, includes ‘stepping’ into the client’s world and
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engaging with the voices through a) a secure and trusting therapeutic relationship and b) 
the use of various techniques sueh as the ‘two ehair methods’ (Chadwiek, 2006) — in 
order to make meaning, understanding and develop coping strategies. As pointed out 
earlier, Chadwick (2006) emphasises radical collaboration in order for this delicate (in the 
same way as treating any other emotional problem is a delicate) enterprise. The barriers I 
have outlined may, however, hinder this enterprise.
Fuller (2006) interviewed three therapist-client dyads regarding the experience of a new 
‘relational therapy’ developed specifically to deal with voices. The inclusion criteria for 
participants were hearing voices for at least 12 months, irrespective of diagnosis. This is 
consistent with Bentall’s (2004) proposition stated in the introduction regarding treating 
voiees in their own right. Findings suggest therapeutic relationships were formed. The 
superordinate theme of ‘therapist approach’ and the sub-themes ‘opermess and honesty’ 
and ‘developing understanding’, illustrate that “participants valued the person-centred, 
empowering, supportive and empathie approach of therapists, in bringing about change.” 
(Fuller, 2006, p. 188). Therapists reflected on their role within the therapy: “I have a real 
kind of curiosity to learn fi*om them and putting the person in the position of expertise. So 
I think all those ways of me being and relating to the individual... create a . . .  reasonably 
solid foundation, upon which ... change and different understanding may be developed“ 
(Fuller, 2006, p. 169). Therapists also perceived challenges when feeling pressured to 
adhere to a certain protocol and to obtain data that would feed into the potential efficacy 
of the approach used. This finding highlights the previously reviewed ‘investigator
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allegiance’, and suggests how emphasis on technique may cause challenges to therapists. 
This in turn could arguably jeopardise the therapeutic relationship.
A current study by Newton, Larkin, Melhuish and Wykes (2006) evaluated, through in- 
depth interviews, a group therapy with eight participants who had completed a CBT 
behavioural group intervention for voices. Emerging from the interviews was that all 
participants saw the group as providing a safe and understanding forum in which they 
could share similar experiences, suggesting a number of positive cognitive, emotional and 
behavioural consequences resulted from the intervention. Relevant to this review is one 
subordinate theme that focuses on the group facilitators’ role, one of the interviewees, 
Joeasta, says; “the facilitators made us all get our voice heard and stuff like that, made us 
all feel important” (Newton et al., 2006, p. 137). The authors state that some o f the 
participants felt that the way the therapist facilitated the group not only gave everyone the 
chance to speak but had a positive impact in participants’ self-esteem by making them 
feel better about themselves. In terms of the therapeutic relationship, Newton et al. (2006) 
state that the therapist’s role in providing positive support, enabling people to be heard 
and facilitating shared discovery was pivotal in participants’ accounts. This study indicate 
that the peer support within the group facilitated, for instance, in reducing stigma attached 
to hearing voices as people experienced others in similar situations. This indicates that the 
relationship within the group was in itself significant for the participants, providing 
further support for continuing to emphasise the relational as an important factor for 
treating people that suffer distress from their voiees.
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Overall, this last section has reviewed seemingly suecessfiil interventions with people that 
hear voices. New theories that bring the relational nature of voices have given room for 
therapies to emphasise the use of the therapeutic relationship as beneficial for those 
suffering stress from voices. Repeating Olsen’s (2000) comments, counselling 
psychology, with its emphasis on relationship building, would benefit from engaging with 
this client group. Research with people that hear voices consistently shows that the 
quality of therapeutic relationship is pivotal. The role of the therapist is of one that does 
not judge the experience of the client but facilitates a relationship in whieh meaning 
making and collaboration is achieved. Emphasis on the therapist’s beliefs, assumptions 
and agency in the therapeutic relationship is important and arguably still under­
represented in the literature.
Final remarks
Throughout this review, by focusing on the therapeutic relationship, I have contributed to 
the idea expressed by others that the relational aspect of human existence applies to those 
who hears voices, and that the relationship is as important a factor to focus on as it is with 
other client groups. Engagement with voice hearers may take on a different challenge for 
psychotherapists, as they many times have to suspend and reflect on their epistemological 
and ontological assumptions about the nature of ‘reality’ in working and researching 
people who hear voiees. Contemporary treatment for voices suggests that in order to 
know our clients’ beliefs we must enter into a therapeutic relationship ‘whole heartedly’. 
This can be, as outlined in this review, a major challenge as a therapist.
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The story I have constructed here is far from a complete one, different approaches (e.g. 
systemic approaches to mental health) and factors (e.g. stigma) have been left out. The 
important and deliberate approach to this topic is mediated by a moral stance in 
addressing the substantial gap in research endeavours -  as compared to the wider 
psychotherapy literature -  to develop an informed picture of the relevance of the 
therapeutic relationship with people that suffer distress from voiees. Partly, this gap 
resides in the assumptions and fears we as practitioners operate under when working with 
experiences that are perhaps daunting (e.g. voices as a third entity in the dyadic 
therapeutic relationship), fiaistrating (e.g. clients emotional distress hindering progress), 
and challenging (environment not conducive to build a therapeutic relationship).
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Table 1. Watkins ’ (1999) review of eommon instances where voices can be experienced.
Hypnagopic and Hypnopompic Experiences (the 
period intermediate between wakefulness and sleep) 
Dreams
Imaginary companions o f Childhood
Bereavement and mourning
Severe stress, anxiety and trauma
Extreme Deprivation and Isolation
Hypnotic experiences
Near death experiences
Psychedelic experiences
Creative inspiration
The call o f vocation - religious
Medical disorders and conditions (fevers, after effects
o f  medicine, Parkinson’s)
Delirium
Drug intoxication and withdrawal 
Organic Hallucinosis 
Psychotic depression 
Manic episode and bipolar disorder 
PostTraumatic Stress disorder 
Post-partum psychosis 
Conversion disorder
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Appendix A -  Literature Searches
I started my search for literature with “hearing voices” in Psyehinfo, which at the time 
gave a 127 item result with literature on the phenomenon of hearing voices. This was too 
specific for my research ideas, e.g. ‘The distress experienced by voice hearers is 
associated with the perceived relationship between the voice hearer and the voice’. A 
search for “hearing voiees”/”auditory hallucinations” and “therapeutic relationship” gave 
one result and three results respectively (see search 2 & 3). I realised hearing voices and 
therapeutie relationship were not terminology often used with the client group I was 
interested in, so reverted to include ‘psychosis’, and ‘schizophrenia’ (see search 4). Out of 
this search I learned other terms were used instead of therapeutie relationship, and so I 
started to include therapeutic alliance, working allianee, and alliance which yielded some 
more results.
I also conducted fruitful search from the library (see search 1) for ‘hearing voices’, the 
results included two research portfolios from Clinical students and two excellent books on 
the phenomena of hearing voices from a psychological and historical perspective. The 
searches included here are only examples and do not represent the entire range of sources 
as many articles and books came to my knowledge via references in some of the initial 
searches, as well as from my previous experiences in New Zealand and my supervisor 
whom recommended several articles.
All searches 
Library
“hearing voices”
“therapeutie relationship” 
hallucinations 
“auditory hallucinations”
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Psyehinfo
“hearing voices”
“therapeutic relationship”
“hearing voices” and review 
“therapeutie relationship” and “hearing voices” 
“hearing voices” and “counselling psychology” 
“hearing voices” and “therapeutie allianee” 
“hearing voices” and “working allianee”
“hearing voices” and “helping alliance”
“auditory hallucinations” and “counsel*
“auditory hallucinations” and “therapeutic alliance’ 
“auditory hallucination” and “working alliance” 
“auditory hallucinations” and “helping allianee” 
psychosis and “therapeutic relationship” 
psychosis and “helping allianee” 
psychosis and “working alliance”
Schizophrenia and “working allianee” 
Schizophrenia and “therapeutie relationship” 
Schizophrenia and “helping allianee”
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Psych articles
“hearing voices”
“therapeutie relationship”
“therapeutie relationship” and “hearing voices” 
“hearing voices” and “counsel*
“hearing voices” and “therapeutie allianee” 
“hearing voices” and “working allianee”
“hearing voices” and “helping allianee”
“auditory hallucinations” and “counsel*
“auditory hallucinations” and “therapeutie allianee” 
“auditory hallucination” and “working allianee” 
“auditory hallucinations” and “helping alliance” 
psychosis and “therapeutie relationship” 
psychosis and “helping allianee” 
psychosis and “working allianee”
Sehizophrenia and “working alliance” 
Schizophrenia and “therapeutic relationship” 
Sehizophrenia and “helping allianee”
Sehizophrenia and “counsel*
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Search 1
University of Surrey Library 
Searched for: “hearing voices”
There are 8 titles matching your research.
1. Hearing voices and relating styles: exploring the similarities between rela 
Phillips, Barbara Other titles by Author(s)
Publication Date: 2006
Number: M0048986SRCopies: Shelved at 1 copy - Show Copy
2. Hearing voices and relating styles : exploring the similarities between rela 
Phillips, Barbara Other titles by Author(s)Publication
Date: 2006
Number: M0048986SRCopies: Shelved at 1 copy - Show Copy
3. Entangled voices [electronic resource] : genre and the religious eonstructio 
Ruf, Frederick J., 1950- Other titles by Author(s)electronie resource 
Publication Date: 1997
Number: b9721238Link: e-link 
Copies: Shelved at 1 copy - Show Copy
4. Hearing voices: perspectives from mental health practice / Allan Challenger 
Challenger, Allan Other titles by Author(s)
Publication Date: 1998
Number: 1857840615Copies: Shelved at 616.8958 1 copy - Show Copy
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5. Hearing voices : working out a positive approach; Sharon File 
File, Sharon Other titles by Author(s)
Publication Date: 2002
Number: 1903567602Copies: Shelved at 616.89142 4 copies - Show Copies
6. Hearing voices : embodiment and experience / Lisa Blackman 
Blackman, Lisa, 1965- Other titles by Author(s)
Publication Date: 2001
Number: 1853435333Copies: Shelved at 154.4 1 copy - Show Copy
7. Making sense of voices : the mental health professional's guide to working w 
Romme, Marius Other titles by Author(s)
Publication Date: 2000
Number: 1874690863Copies: Shelved at 154.4 8 copies - Show Copies
8. Interpersonal processes and hearing voices : a study of the association betw. - Vol. 1 
Sorrell, Eleanor Other titles by Author(s)
Publication Date: 2006
Number: M0049004SRCopies: Shelved at 1 copy - Show Copy
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Search 2 
Psyehinfo
Results: 1-1 of 1 Page 1
Results for: “hearing voices” and “therapeutie relationship
1. Sueeessful psvehoanalvticallv oriented nsvchotheranv with a middle-aged male 
schizophrenic patient. Full Text Available
Presents the ease of a psychoanalytieally oriented treatment of a middle-aged male 
schizophrenic patient is described. The therapy lasted for 10 yrs, with a follow-up period 
of 4 yrs. The ffequen...
Kiviranta, Pekka; International Forum of Psychoanalysis, Vol 7(3), Oet 1998. pp. 163- 
168. [Journal Article]
Database: PsyelNFO
Search 3
Results: 1-3 of 3 Page 1
Results for: “auditory hallucinations” and “therapeutie relationship”
1. Commentarv—Readv for departure? Citation Only Available
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Abstract
Hearing voices can be a highly intrusive and distressing experience. A relational 
framework situates the mental health practitioner with an important role in 
assisting the hearer to develop a more adaptive relationship with their voices. 
Despite a recent upsurge of literature exploring related and relevant applied 
psychological therapies, there is a lack of research covering practitioners’ 
experiences and views of the therapeutic relationship with voice hearers. This 
research aimed to enhance the understanding of practitioners' experience of the 
therapeutic relationship with people who hear distressing voices.
The study employed semi-structured interviews and interpretative 
phenomenological analysis to enable individual mental health practitioners’ 
perspectives to be explored in depth. Six mental health practitioners were 
recruited through email invitations within a large mental health trust.
The analysis resulted in three major themes; Making sense of Voices, Presence of 
Voices in the therapeutic relationship, and Importance of Context. It is suggested 
that this paper makes three important contributions to the current literature on 
treating people who are distressed by the voices they hear: illuminating the 
significance of training mental health practitioners on the possible impact a hearer 
and his/her voices can have on self and the therapeutic relationship; stressing the 
importance of having a reflective space; and the usefulness of investigating 
practitioners’ understandings and experiences as it sheds light on their contextual 
and personal constrains, as well as the qualities of their relationship building with 
people that experience distressing voices.
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Introduction
The mental health practitioner imperative has been to classify unusual experiences, such 
as hearing voices, as an illness (Boyle, 1990; 2007), deny its existence and re-orientate 
individuals to a more objective reality by emphasis on suppressing or removing the 
experience (via medication) or maintaining the individual (via hospitalisation) (Bracken 
& Thomas, 2001; Leudar & Thomas, 2000; Romme & Escher, 2000). Seminal research 
by Chadwick and Birch wood (1994; Birchwood & Chadwick, 1997) suggested that an 
alternative therapeutic approach might be beneficial for people who hear voices -  the 
exploration of the meaning of voices.
Talking about voices and what they mean has been shown to be an effective way to 
reduce anxiety and isolation, as they often have an important message for the hearer even 
when the voices are overwhelming and seemingly destructive (Romme and Escher, 1993; 
2000). A relational approach suggests voices can be seen as an ‘interpersonal other’ 
(Hayward & May, 2007) that can be communicated with and related to. Research 
indicates the existence of significant associations between people’s relationship with their 
voices and social relating (Birchwood et al, 2004; Hayward, 2003). For instance, using an 
interpersonal theory that focuses on issues of power (Social Rank Theory, Gilbert & 
Allan, 1998) therapists have been able to help hearers who experience voices that issue 
commands (Trower et al., 2004) and hearers that experience shame and humiliation 
(Birchwood, Meaden, Trower & Gilbert, 2002). This research suggests an important role 
for the mental health practitioner in assisting the voice hearer to develop a more adaptive 
relationship with their voices (Pérez-Àlvarez, Garcia-Montes, Perona-Garcelan & 
Vallina-Femandez, 2008; Wykes, 2004).
However, there is a lack of research covering practitioners’ experiences and views of the 
therapeutic relationship (TR) with people who are distressed by the voices they hear 
(McLeod, 2002; Hewitt & Coffey, 2005). This paper aims to enhance the understanding 
of practitioners' experience of the therapeutic relationship with people who hear 
distressing voices.
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Practitioner attitudes towards relationship building
McLeod (2002) and Hewitt and Coffey (2005) point out that the understanding of the TR, 
in particular the therapist’s role, with people who use mental health services remains 
poorly understood and under researched due to persistent negative attitudes and 
expectations amongst clinicians. Rehabilitation psychiatry is practically an ‘evidence 
free’ zone in modem psychiatry (Killaspy, Harden, Holloway, & King, 2005), with recent 
publications pointing out the alarmingly scant research into the active ingredients in 
rehabilitation from severe and enduring mental distress in general (Slade & Hayward, 
2007), to people that hear voices in particular (Newton, Larkin, Melhuish, & Wykes, 
2007). Moreover, some authors claim there is no direct research on what psychologists 
actually do to ensure people enter into and remain in therapy (Lister & Gardner, 2006; 
Priebe & McCabe, 2006), in particular in acute inpatient settings (Durrant, Clarke, 
Tolland & Wilson, 2007). This is rather worrying, considering UK government policy 
explicitly states that all mental health service users should “receive care which optimises 
engagement” (National Service Framework [NFS]; Department of Health, 1999, quoted 
in Lister & Gardner, 2006, p. 419). It is therefore important to pay attention to 
practitioners’ experiences in order to understand issues around therapeutic relationship 
building with people who hear voices.
Indeed, Chadwick, Birchwood and Trower (1996) and Chadwick (2006) identified 
therapists’ beliefs and assumptions as the most important threat to relationship building 
with people experiencing voices, delusions and paranoia. When discussing challenging 
cases, Chadwick et al. (1996) point out the danger of therapists labelling all clients that do 
not change or improve as difficult or challenging. According to Chadwick (2006) this 
danger stems from therapists’ assumptions about people with ‘psychosis’ and about how 
therapy should progress. A therapist may for instance think;
“psychotic people are dangerous so I need to be especially careful to avoid sparking anything but 
Fm not sure Fm up for it”
(Chadwick, 2006, p. 23)
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This point is corroborated by Coffey and Hewitt (2008) who found that practitioners 
often expressed reverting to increasing medicine when faced with people who 
experience distressing voices and were reluctant, or felt fear and -inability, to talk 
about voices. The authors conclude:
“Differing perspectives about the adequacy o f care responses suggest the need for CMHN’s 
[Community Mental Health Nurses] to bracket assumptions derived from professional 
conditioning, and identify with help-seeking needs o f voice hearers identified through narrative”
(Coffey & Hewitt, 2008, p. 1599)
Chadwick claims practitioners need to be aware of when these assumptions occur, accept 
when they have occurred, and be open to discuss them in supervision. Failing to do so can 
evoke anxiety, fear and feeling threatened or fearfiil, which may lead to passivity, 
avoidance (i.e. cancelling sessions) or blaming the client (e.g. s/he is a ‘difficult client’). 
Acknowledging this takes, according to Chadwick, a radical form of collaboration where 
the client is allowed to achieve her/his goals within a supportive relationship. Taking 
these ideas a step further, anti-collaborative modes such as those outlined so far may 
prevent practitioners fi-om undertaking therapeutic work with such individuals by not 
referring people for psychological therapy. For instance, Kingdon and Kirschen (2006) 
looked at the reasons for not referring 73 people (out of 142 reviewed in the study) to 
psychological therapies, and identified that the reason most commonly given by 
psychiatrists was the belief that that the person would not engage in therapy.
The therapeutic relationship with people who hear voices
Whilst the present study did not encounter research focusing exclusively on practitioners’ 
experiences with voice hearers, a number of studies describe various types of therapeutic 
approaches that in some way or another include the views and experiences of 
practitioners.
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Coffey and Hewitt (2008) conducted a qualitative analysis of voice hearers and 
community mental health nurses who received care in the community/^ Whilst the study 
suggests that voice hearers value mental health practitioners taking an interest in their 
voices, mental health workers tended to be insecure in their approach, sometimes denying 
that voices could have a relational aspect, sometimes reverting to medical resources, 
sometimes being reluctant to talk with voice hearers about their voices.
Fuller (2006) interviewed three therapist-client dyads regarding the experience of a new 
‘relational therapy’ developed speeifically for voices. The super ordinate theme of 
‘therapist approach’ and the sub-themes ‘openness and honesty’ and ‘develop 
understanding’, illustrate that “participants valued the person-centred, empowering, 
supportive and empathie approach of therapists, in bringing about change.” (Fuller, 2006, 
p. 188). Therapists reflected on their role within the therapy:
“I have a real kind o f curiosity to learn from them and putting the person in the position o f  
expertise. So I think all those ways o f me being and relating to the individual ... create a ... 
reasonably solid foundation, upon which ... change and different understanding may be 
developed" (Fuller, 2006, p. 169).
Therapists also perceived challenges when feeling pressured to adhere to a certain 
protocol and to obtain data that would feed into the potential efficacy of the approach 
used. For the purpose of this study, these findings suggest that emphasis on technique 
may cause challenges to therapists who feel they have to act in a certain way and produce 
certain results, which may result in the development of anti-collaborative modes 
(Chadwick, 2006).
A study by Newton, Larkin, Melhuish and Wykes (2006) evaluated, through in- depth 
interviews, a group therapy with eight participants who had completed a CBT behavioural 
group intervention for voices. Relevant to this study is the subordinate theme that focuses 
on the group facilitators’ role, described by one of the participants: “the facilitators made
The majority o f  people who suffer distress from voices live in the community and receive care from 
Community Mental Health Nurses, the largest profession in community mental health care in the UK  
(Coffey, Higgon & Kinnear, 2004).
154
us all get our voice heard and stuff like that, made us all feel important” (p. 137). In terms 
of the therapeutic relationship, Newton et al., (2006) state that the therapist’s role in 
providing positive support, enabling people to be heard and facilitating shared discovery 
was pivotal in participants’ accounts.
The present study was prompted by the identification of a lack of focus on the qualitative 
nature of the therapeutic relationship from practitioners’ point of view. The suggestion 
that mental health practitioners are holding negative assumptions about unusual 
experiences such as hearing voices (‘psychotic’ experiences) (Chadwick, 2006; Coffey & 
Hewitt, 2005: Coffey & Hewitt, 2008; Kingdon & Kirschen, 2006), coupled with the 
contention that very little is known about what practitioners do to engage with people 
who hears voices (Lister & Gardner, 2006; Priebe & McCabe, 2006), provided the 
rationale for this study. Whilst this paper has presented relational theories around voice 
hearing and therapies that stem from such theories, neither the meanings given by 
individual practitioners to the idea of voices as relational, nor how these meanings relate 
to therapists personal experiences, have yet been paid attention to by investigators. This 
paper reports an intensive interpretative study exploring the understandings and 
experiences of mental health practitioners who have had therapeutic contact with voice 
hearers.
Method
Choosing a suitable method
Curiosity about practitioners’ experience and meaning making posits the choice of 
research method within the ‘qualitative’ sphere. Although ‘qualitative research’ privileges 
no single methodological practice over another, and has no distinct set of methods or 
practices that are entirely its own, its central purpose is to contribute to a process of 
revision and enrichment of understanding, rather than to verify earlier conclusions or 
theory (Elliot, Fisher & Rennie, 1999). In addition, qualitative research is of particular 
relevance when studying the psychotherapeutic relationship as it could be argued that the 
relationship can be understood as “changes in systems of meaning and reality
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construction” (Gordon, 2000, p. 10) and to investigate such phenomena a more 
interpretive research approach is necessary.
The choice of method for collecting and analyzing data was Interpretative 
Phenomenological Analysis (IPA) (Smith & Osborn, 2004), one of many methods 
available (e.g. Denzin, & Lincoln, 2005; Richardson, 1996). IPA is not asking whether 
participants’ accounts of events correspond to an external ‘reality’ (i.e. if they are ‘true’ 
or ‘false’ - a stance which ascribes to a ‘relativist ontology’, see Willig, 2001), what 
matters to IPA is how participants experience a situation. IPA does, simultaneously, hold 
a symbolic interactionist (Willig, 2001) perspective in that it recognizes that people’s 
interactions are bound up with social processes that are shared between social agents. It is 
therefore assumed that what the interviewee says has some ongoing significance for 
him/her. IPA, thus, postulates a belief in, and concern with, the chain of connection 
between verbal report, cognition and physical state (Smith, Jarman & Osborn, 1999). It is 
moreover held that access to the participants' personal world depends on the researcher's 
conceptions and is necessary for the interpretative activity.
Participants
Approval was granted by the National Research Ethics Committee (NREC) and 
participants were recruited via e-mail advertisement in a large NHS mental health trust. 
The inclusion criteria required participants to be employed as a mental health practitioner 
within the chosen trust and to have had recent (within the last year), or ongoing, 
therapeutic contact with people who hear voices. The rational behind a broad inclusion 
criterion draws from the fact that mental health services operate with multidisciplinary 
teams where, for instance, nurses are as likely, or more so, to have therapeutic contact 
with voice hearers than psychologists or psychiatrists (Coffey, Higgon, & Kinnear, 2004). 
Moreover, Smith, Jarman, and Osborn (1999) believe it is conducive to have participants 
with very different points of view on the same topic, precisely because this may help to 
illuminate the subjective perceptual processes involved when an individual tries to make 
sense of his/her situation/experiences.
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Whilst there is no ‘right’ sample size when intending to use qualitative methods (Smith & 
Osborn, 2004), there is an emergent consensus towards a smaller sample size as larger 
data sets could potentially lose ‘subtle inflections of meaning’ (Brocki & Wearden, 2006). 
This study interviewed -six practitioners (see Appendix A, p. 179 for participant 
demographics) a number which is in accord with other studies looking at practitioners’ 
perspectives (Brocki & Wearden, 2006; Jarman, Smith, & Walsh, 1997). Participants 
included two female occupational therapists (OT’s), a male clinical psychologist, a 
female counselling psychologist, a female psychiatric community mental health nurse and 
a female psychiatrist. They ranged from 31 years of age to 58, with a mean of 42. 
Participants had an average of 10 years experience with voice hearers, ranging from one 
year and six months to 20 years experience. Their experience as mental health 
practitioners ranged fi*om one year and six months to 23 years with an average of 13 
years.
Interviews
Brocki and Wearden (2006) conducted a review of 55 studies using IPA and found that 
49 conducted semi-structured interviews. Indeed, Smith and Osborne (2004) explain 
semi-structured interviews to be the ‘exemplary method’ for IPA, as it allows researcher 
and participant to engage in an in-depth dialogue, permitting the investigator to explore 
important and interesting avenues and even modify the questions in the light of 
participants’ responses. The interview is guided by the schedule, rather than dictated by it.
The major topics in each interview included: practitioners’ understanding and definitions 
of voice hearing; his/her experiences of therapeutic contact with voice hearers, including 
any particular difficulties they found; and an exploration of what participants found 
influenced their practice. All the interviews took place within the practitioners’ clinical 
base, and with their consent, were audio-taped. The recording was later transcribed 
verbatim.
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Analysis
The analysis followed an ‘ideographic approach’ (Smith, Jarman & Osborn, 1999) 
whereby one transcript was first read and re-read, using the left margin of the transcript to 
note down preliminary interpretations or thoughts about individuals’ understanding and 
experience of their therapeutic contact with people who hear voices. The other margin 
was used to capture the essential quality of the findings using key words and phrases, 
which formed the preliminary themes. The identification of connections between the 
preliminary themes resulted in a clustering of themes that produced ‘super ordinate’ or 
‘higher order’ themes. As new clusters of themes were created^' they were scrutinised 
against the transcript to verify they were based on what the interviewee actually 
expressed. This was a ‘cyclical’ (Smith, Jarman & Osborn, 1999) process as these stages 
were repeated several times, sometimes dropping a super ordinate theme when a more 
useful one was created. A Master Theme Table was composed from the first transcript.
Three transcripts, chosen for their particular richness, were processed this way. The 
master lists were then read together and consolidated through a continuation of the 
cyclical process. Each new theme and super ordinate theme was tested against earlier 
transcripts and sometimes led to enrichment or modification.
The remaining three transcripts were, again using a cyclical process, analysed with 
potential new themes being tested against the master table (see Appendix C, p. 182 for a 
table of Master Themes and Subthemes).
Carla Willig (2001) pointed out that IPA researchers paradoxically choose to describe the process o f  
analysis with phrases such as ‘themes emerging’ or ‘arising’ from the data, thus connoting a 
positivistic/naturalistic framework which neutralises the active interpretative role o f  the researcher. By 
using the term ‘created’ and ‘produced’ there is a wish to emphasise the active interpretative role by the 
researcher in creating the data.
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Results
The analysis^^ of the data resulted in three super ordinate themes, Making sense of 
Voices, Presence of Voices in the therapeutic relationship, and Importance of 
Context. Whilst a variety of sub-themes where found for each major theme, for the 
purpose of this study only those with particular relevance to the therapeutic relationship 
will be reported.
It was apparent throughout the interviews that participants often moved between 
perceiving Voiees as stemming from people’s internal psychologieal proeesses and as a 
separate - to the individual hearing them - “entity”, whieh can be perceived as forming 
part of the therapeutic relationship in a variety of ways. This in turn raised a diversity of 
sub-themes surrounding Voices’ ‘reality’ and the context in which Voices take place. 
Voices are thus not perceived simply as a state of mind or being of the individual, but also 
as something that has a sense of agency; a ‘Voice’, (or often ‘the Voice’). Hence the 
purpose of using capital ‘V ’ for Voices in this seetion.
Making sense of Voices
The first theme relates closely to the first question posed to partieipants; ‘how do you 
understand or define the experience of hearing Voices?’. It eneompassed three sub­
themes of ‘the relational aspect of Voices’, ‘theory’ and ‘understanding fi*om the voice 
hearer’.
Relational aspect o f  Voices
At some stage of the interviews, all participants described voices as relational. By 
relational it is meant that participants linked in one way or another Voices’ content to 
some aspect that related to the person’s life. Moreover, relational refers not only to the 
idea that the content of Voices have a connection to personal history, participants often
A word about excerpt transcription notes : ‘. . . ’ = more than 3 seconds silence. =  a brief pause. 
‘Underlined’ -  slightly louder tone o f voice, emphasis. ‘UPPERCASE’ = exclamation, loud tone. ‘:::’ =  
prolonged vocalisation o f  a word
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linked the content of Voices to the manner in whieh the person relates to other people 
(disruptive relationships), themselves (e.g. sexuality or religious beliefs) and society (e.g. 
stigma, class differences, ‘not fitting in’):
... “there is a very strong sexual content to them and I think this woman has an issue with her 
sexual identity” (Jane)
Theory
Ben, Jane and Anna made explicit references to specific authors and theory that they felt 
influenced their view of Voiees. The way they explained their understanding was 
characterised by a clear and concise coneeptualisation of the phenomena. The experience 
of Voices is expressed as representing an internal struggle, whieh stems from a person’s 
disruptive social and relational context. Voices are thus something that does not exist ‘in 
reality’ but stem from internal processes common to all psychological functioning, such 
as ‘defences’ that are ‘projected’ or ‘externalised’ outwards and experienced as ‘real’ or 
‘external’ events:
“it’s just a lot more intense and a lot more vivid and lots more explicit what’s happening and I am 
aetually hearing the voice .. but I would think the dynamics are the same” (Ben)
These clear eonceptualisations seemed to run throughout the interviews. However, as will 
be seen in Presence of Voices in the therapeutic relationship, the experienee of Voices 
was often talked about in a way which did not necessarily fit the theoretical framework 
but rather invoked the voice hearer’s ‘reality’ -  i.e. Voices as having a distinct presence 
of their own.
Understanding from the Voice Hearer
Emma, Edith and Aliee spoke of their understandings of voiees through people’s 
experiences without invoking or referring explicitly to theoretical notions. They 
responded to the initial question by talking about voiee hearer’s stories. As a result, their 
explanations of Voiees were not ‘clear cut’ and contained some interesting eontradictions. 
Edith, for instance, stated that she does not separate the Voice from the voice hearer, but
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then proeeeded to deseribe voiees as an “another/third dimension/level” , “another current” , as 
“something else telling them negative stuff” . Thus, although Edith initially thought of Voices as 
one and the same as the individual, when describing situations in her voiee hearing group 
she began to describe Voices as almost something with a life of its own.
Presence of Voices in the therapeutic relationship
When participants spoke about their therapeutic work it seemed that the Voices often had 
a particular presence. This presence is perceived in a variety of ways; ph ysica lly , as part 
of the therapeutic p ro cess , and as im pacting on the self. Furthermore, the presenee of 
Voices was often coupled with the im portance o f  the relationship, meaning that 
participants often stated qualities about the person and the relationship that seemed to be 
tied to how the practitioner responded to this presence.
P h ysica l presen ce  o f  Voices
Ben, Anna, Jane and Alice describe how sometimes a person would look “stilted”, and 
“freeze up”, “looking over their shoulder”, whisper as if  having an “internal dialogue” or talk as if  
“not using their own words”. Anna talked about how a person would start “rocking” back and 
forward when Voices became particularly stressful, and Jane described a person “shouting 
out loud” in response to Voices. They could also experience the person as “lacking in 
concentration” or suddenly “being absent” from the interaction. These practitioners are thus 
describing how they believe the person is reacting physically and emotionally to the 
Voices, making the presence of the Voice concrete, sometimes almost tangible, for the 
practitioner. In some ways this is how the practitioner experiences the Voiees through 
their senses by hearing and seeing the voiee hearer react to the Voices. This converges 
with the sub-themes Impact on self and Voices imnaet on the therapeutic process as some 
of the reactions to this physical presence of Voices can be felt as threatening:
... “she would say ‘they are telling me to fuck o f f  they are telling me ‘this or that’ so she can say 
that yeah it’s quite frightening” (Jane).
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Im portance o f  the R elationship
Participants would often revert to describing particular qualities about the person/s and 
their therapeutic relationship. Some of them spoke about their feelings towards the voice 
hearer. People were described as ‘warm’, or ‘humorous’ and intelligent and able to 
articulate their eoncems. These practitioners expressed making great efforts to form good 
relationships such as creating activities with the group, allowing extended one to one 
sessions (sometimes over two hours), spending time chatting, using humour to bond, and 
talking at length about medieation options. All these efforts were considered pivotal not 
only for the therapeutic relationship, but also for their own job satisfaction:
... “you are the person who are seeing them on a regular basis e:::m over a long period o f  time and 
you reallv get to know that person over time you’re quite lucky you are quite privileged position o f  
you’ve got that time to go through what they are experiencing and .. the;: .. the that then gives you 
.. your confidence if  that person is opening up and talking about the voices or vou know that they 
are experiencing voices” (Alice)
The emphasis on relationship building expressed by participants is not only conveying 
how important the relationship is for the practitioners personally and for building trust 
with voice hearers, but also how important it is in relation to other team members. Alice, 
in the excerpt above, talks about being the one who gets to know the person, as opposed 
to other team members at the CHMT such as the psychiatrist whom she liaisons with. She 
makes a point about being able to understand the context in which the patient is 
experiencing Voices. Similarly, Jane perceives herself to have an advantage over other 
team members whom do not know the patient as well and might thus become frightened. 
These practitioners are thus emphasising that the quality of their relationship to the 
patient is not only allowing them as well as the patient to (‘opening up’) be more 
confident, but it is also allowing them to understand and speak up for the patient in 
relation to the rest of the team whom, in their perception, do not have the same 
(’privileged’) quality of relationship.
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The process o f working with Voices and its effectiveness
Participants had in common expressing how they tried to explore and challenge the 
Voices. They all seemed to share a belief that the content of Voices is important and that 
trying to explore it and talk about it formed an essential part of the therapeutic work. 
Whilst this seemed to be something all participants endorsed, the way in which it was 
applied, and the extent to which it became possible to explore, varied between 
participants. Whether participants tried to interpret the Voices, help the person or group to 
explore, challenge or distract them, the process by which this was done was often 
described at length, sometimes with intensity and passion -  and a sense of frustration;
“have started to work to help her to find ways o f  ignoring the voices .. am:: 
arguing back to the voices .. challenging the voiees but it’s diffieult because 
they are completelv real to her and there is no point at which she::: ever 
really thinks that they are anything other than a real experience” (Jane)
For some people this reflected the absence of having supervision or some other ‘space’ to 
talk about this specific psychological problem they face with hearers. Jane, for instance, 
as a consultant psychiatrist has no supervision as part of her job description. Another 
example is Emma (she had no supervision at the time of interviewing), who often pointed 
out during the interview she found herself reflecting on her practice in a way she says she 
has never done before. She expressed that her primary role is to be understanding and 
accepting of people’s beliefs irrespective of what her personal belief about those Voices 
are -  such as with a group member whom she explains found help in church with his 
‘evil’ and ‘angelic’ Voices.
The persistence of Voices and perception that the intervention is not ‘working’ was a 
common theme for Edith, Ben, Jane and Anna. Although they did express being able to 
provide “containment”, “respite”, and “opportunities to talk” about distressing experiences, and a 
belief that this in itself can be useful, they also expressed doubts as to how much the 
intervention actually helped:
... “when we ended the therapy I am not sure whether he was able to hold on to that experience he 
had with me and been able to feel more contained I am not sure” (Anna)
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Voices im pact on the therapeutic p ro cess
The analysis of practitioners’ interviews often gave the impression the Voices had an 
impaet on, or became part of, the therapeutic process. Arma, Jane and Ben mentioned how 
difficult it felt for them to access people’s “inner world” when they are hearing Voices 
actively. Ben worked with a client on a one to one basis that heard Voices during their 
sessions and explains how he never got to know what the Voices were saying about him. 
The ‘not knowing’ for Ben and ‘not feeling able to share’ for the client seemed to form a 
particular pattern in their relationship:
... “he had to protect me from the voice .. as it were .. that he was sort o f  buffering between that 
censoring and editing you know what he felt he could say to me ... I think that he was a bit 
anxious about me being on this receiving end o f this sort o f ... avalanche o f  abuse you know” 
(Ben)
This situation seems to have an effect on the relationship in that Ben has no access to 
important information and there is a sense of them not being able to communicate openly 
because the client is proteeting the therapist from the Voice.
Alice talked at length about a particularly powerful Voice that a patient had been 
experiencing. The therapeutic endeavour became partly about separating the Voice’s 
opinions and commands (that the patient was carrying out such as abusing her husband) 
fi-om the voice hearer. Alice’s perception was that the Voice was trying to change the 
patient, as if the Voice itself made the therapeutic work difficult by trying to persuade the 
patient to be the Voice rather than herself. The Voiees were therefore not perceived to be 
merely as a phenomenon that was important to understand and talk about, it rather 
became an intricate and active part of the interaction and therapeutic process:
... “the voice was trying to make her be more like the voice” (Alice)
Participants talked about Voices as holding important information, as interrupting the 
communication “as if somebody else is in the room” (Ben) and as Voices being able to “disrupt” 
(Anna) the therapeutic process. Partieipants often spoke of the inaeeessibility of the 
persons “inner world” (Jane) or experieneing the hearer getting “caught up in something else o f  
[their] own” (Ben). For Jane, not being able to communieate with the client when the
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Voices were particularly intense made her try different strategies. The Voices impact on 
the patient made it difficult to engage in meaning-making around the content of the 
Voiees. For Jane, when this happens, it means she tries to engage in a level which is not 
intellectual or around meaning making, but more practical.
.. .“talking back to the voices and really quite distressed and it’s quite difficult to talk to her in that 
situation trying .. trying to calm her down trying to sound reassuring ask her what she’s hearing 
e::m if  she’d like to talk about i t .. I’ve also tried distracting her trying to talk about something else 
something very simple something very concrete” (Jane)
Ben describes a situation trying to interpret his client’s feelings (the client thought that 
Ben was coming on to him) as he would “do with a neurotic presentation”:
“I very rarely feel anxious with clients but I must say that is the most anxious I felt because I felt 
he was feeling cornered and quite threatened and I got a sense sort o f flight or fright that he was 
going to lash out or run away or something like that ... but apart from feeling actually a bit 
threatened m vself I actually thought what was also frightening there was a point o f  no return I felt 
at a certain point he was caught up in something else o f his own and he was sort o f ... you know  
sort o f n o t ... you’re sort o f  your n o t .. ‘there is something weird ahout you and there is something 
else going [the Voices] that’s telling me you know that you are coming on to me or something’” 
(Ben)
Ben’s reaction to this was to ‘back o ff and stop interpreting. There is a sense in which 
Ben perceived himself to have almost intruded upon or become part of the client’s 
anxiety. This will be discussed further in the next theme The impact on self with further 
examples from other participants. What is interesting about the above excerpt is the 
notion that the Voice is telling the patient that Ben is coming on to him, creating an 
impression that the Voice is having a direct impact on the therapeutic relationship.
The impact on self
Participants often described how people’s Voices would have comments about them and 
how they in effect became part of the person’s Voices. This experience made some 
participants consider different positions in regards to what is the ‘reality’ of Voices, for 
others the impacts seemed to make them re-think their therapeutic relationship with voice 
hearers in terms of how they feel themselves to be perceived and how they interact. They 
mentioned wishing not to be “kept out” of that ‘dialogue’ [people have with their Voices]. 
Thus there was a sense of people describing an emotional reaction to the Voices:
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... “we want to help people and it was e::m so shocking to think that everyone in the group would 
have felt that we aetually were not trying to help and that we had another agenda” (Edith)
... “how dare the V OICE sav something BAD about me when I know that my intentions are good 
[H: Mm] YEAH .. I was indignant ... and it was nothing to do with the voiee hearer ... it was 
solely to do with the voice ... “ (Emma)
... “the voiees can change they can become cm:: more persecutory ... i f  you are the person w ho’s 
asking those questions sometimes you can be .. you can become part o f that and I’ve had 
experience when speaking to:: ... clients and sort o f turned on me and said you know ‘you slag’ 
‘you’re a slut’” (Alice)
... “what one says can be misperceived as well because it can get kind o f  muddled up with what’s 
going on with the voices” ... (Anna)
Being aware that the person has this constantly commenting Voice often made 
participants feel extra aware about what they say and how they say it. Alice, Ben and Jane 
reflected upon the further impact the idea of ‘merging into’ the Voices had on them. 
When the voice hearer was perceived as responding aggressively to the Voices (as well as 
to the practitioner), or the Voices seemed persistent and recurrent, they describe a 
reaction of wanting to dismiss the person. Jane described how sometimes the “temptation to 
pile on more drugs become [...]  stronger”. Ben said:
...“they are reacting to it SO starkly as i f  there is somebody else in the room it does feel quite 
crazy and so part.. o f  me would just want to say ‘he’s gone fucking nuts lets put a straight jacket 
on him and overly sedate him’ a::m that’s I think a way o f  dealing with that experience o f  feeling 
intruded upon you just want to eject it and get rid o f it and put it away as far as I can” (Ben)
For Jane the responses of the patient were reeognised as potentially frightening but as 
discussed in Importance o f relationship the strength of the TR makes sharing these 
experiences with the patient less threatening. If the therapist becomes afraid of being 
incorporated to the patient’s beliefs, practitioners ean, as indeed Alice, Ben and Anna 
reported, become self-focused and try to monitor their behaviour so as to avoid becoming 
incorporated. This can have the opposite to the desired effect by making voice hearers 
more suspect, distrustful, and further incorporate the practitioner to their Voices 
(Chadwick, 2006).
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Importance of Context
The medical context was often seen as dominating and participants found various 
ways of expressing the influence this had on them. Participants also expressed the wider 
political, communal and social context as influencing their practice. Some positive 
remarks on the environment, such as peer support, were also expressed.
As restrictive
The way in which the participants felt the context to be restrictive was often explicit, such 
as in the attitude and actions of colleagues, the laek of supervision (only Ben mentions 
having regular supervision), laek of resources, social deprivation, and people’s lack of 
worth when suffering mentally in a capitalist society that only accepts people if  they are 
contributing economically. Participants often felt that the medical and social influence on 
clients discouraged involvement in talking and exploring the experiences of the 
client/patient. Alice, for instance, felt that she often had to work against the previous 
negative experiences that people have had in psychiatry. According to her some people 
are afraid to talk about their Voices as they have a pending threat that they will get 
‘sectioned’ if  they do so. Thus, when working with a young woman who was 
experiencing distressing Voices, Alice felt the fact that this woman had never had an 
inpatient experience to be a decisive factor in being able to build up trust. The following 
excerpt highlights the sense of restriction in the environment that Jane is experiencing:
I know that everyone else is going to reject to that [referring to psychological work] I am going to 
be less likely to push that I am going to be less enthusiastic about i t ... i f  I think it’s the right thing 
to do ... e::m I’ll still I’ll still suggest it but I might not push it as forcefully as I would other w ise  
... i f  I had more support... (Jane)
Jane spoke of ‘inquires’ being made to her practice and of colleagues being suspended for 
“not being main stream and not using medication”. Being a psychiatrist hcrsclf, she often felt she 
had to reduce the amount of medicine that other psychiatrist had prescribed:
... “patients in psychiatric services are receiving far too much medication e::m and yet to reduce it 
is such a struggle and there is so:: much resistance e::m from all sorts o f  from almost all sort o f  
professional groups and every aspect o f the institution it’s just a sort o f  institutional resistance to it 
really” ... (Jane)
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The context in which participants work is thus often perceived to be hindering not 
only their opportunities to build a relationship to clients or patients, but also hindering 
the recovery of people. The influence of context could also be more subtle, such as in 
Ben’s case. He talked about his supervisor not believing that his patient, diagnosed 
with ‘schizophrenia’, had a good prognosis. Ben seemed to have assimilated this 
comment and returned to it later in the interview when commenting that his patient 
probably did not gain much from therapy:
“and maybe here’s where we are back to my supervisors comment about prognosis” (Ben)
As supportive/facilitating
Participants equally talked about the context as providing support for them and 
patients. Anna, for instanee, mentions being inspired in her work by colleagues and Jane 
talked about meeting up with a group of colleagues who supported each other. Jane and 
Anna believed that the hospital environment in itself can be ‘containing’ for patients that 
use it. Edith and Emma mentioned on several occasion the advantage of working with a 
group where the group members find support in eaeh other.
Participants seemed to value working with likeminded colleagues and appreciated 
having their support.
Discussion
Contrary to Coffey and Hewitt’s (2008) findings from interviewing community mental 
health nurses, the praetitioners in this study all embraced a relational framework to 
understanding voices. Jane (psychiatrist), Ben (clinical psychologist) and Anna 
(counselling psychologist), reverted to different kinds of theories, whilst Edith (OT), 
Emma (OT) and Alice (CPN) formed their opinions around Voices from their 
experiences. It is noteworthy that none of the participants referred explicitly to the 
research reviewed in this paper’s introduction, yet they understood the value of exploring
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and trying to understand the meaning of Voices. This in itself is likely to help the voice 
hearer who is in distress (Romme & Escher, 2000).
Most participants mentioned that although able to talk about Voices and perhaps get to 
understand aspects of their meaning, the perception was that the Voices were still having 
a negative effect on the hearers. Indeed, Ben, Edith and Emma suggested that therapy 
works as some sort of ‘respite’ from the voiees, a point that Jane makes when suggesting 
that voiee hearers sometimes need and benefit from the containment afforded by hospital 
admissions. In this sense participants sometimes seemed either unsure or sceptical of how 
much their therapeutic endeavours were helpful. Other praetitioners have offered similar 
refleetions, e.g. Richard Bentall (2003) describes a voice hearer he once saw: [He] 
“seemed to gain something positive from our time together. Perhaps it was just the chance 
to have somebody listen to his point of view.” (p. 349). In this sense, participants often 
seemed to be in a ‘reflective space’ during the interviews, which is not uncommon as 
“every competent practitioner can recognize phenomena [...] for which he cannot give a 
reasonably accurate or complete description” (Schon, 1991, p. 49).
It is moreover striking how participants often set out to explain hearing voices as part of 
the person’s inner world, i.e. the voices are perceived to emanate from the inner world of 
the person. But then proeeed to talk about the Voice as an agent, as something that seems 
separate from the person, this ‘other’, often directing something at them, which they feel 
is difficult to access, difficult to understand, difficult to be part of. One response to this 
was the temptation to reject, another to feel angry or frustrated at the voiees, yet another 
to feel frightened or neglected in the relationship. Sometimes participants felt ‘despair’ 
when hearers “keep coming back” for help (Jane). McLeod (2002) points out that 
entering the TR with a person who hears voices may be a daunting task as clinicians are 
often faced with phenomena that are outside the scope of our own experiences. For 
instance, to step-back and stay in the person-to-person relationship with someone who 
sees and hears the dead may prove daunting, even threatening, as Ben alluded to when 
sometimes feeling ‘physically at risk’. Therapists may be tempted to interpret or
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challenge the ‘reality’ of voices, as Emma and Jane reported doing with a person who did 
believe he could talk to the dead, whieh may undermine the hearer in terms of feeling 
validated and understood (Chadwick,2006; Romme & Escher, 2000).
Lysaker and Lysaker (2006) and France and Uhlin (2006) explain from a narrative 
therapy perspective how therapists may endanger the therapeutic relationship by feeling 
pressures to fill in voids or explain incomprehensible stories. Instead, Chadwick (2006) 
and Romme and Escher (2000) emphasise that therapists should refrain from interpreting 
too early into the therapeutic relationship, and respond to the stress while accepting that 
the voices are real. This may be particularly challenging when there is no reflective space 
where practitioners can be encouraged to bring an awareness of and willingness to taekle 
what Bolton (2001) call “border issues” (p. xiv), such as the ‘unknown third entity’ 
[Voices] participants in this study referred to. Practitioners need a space to “question and 
problematise themselves, their roles and those in authority over them -  the political, 
social, and professional situations in which they find themselves” (p. 28). Although most 
participants expressed seeking peer support to discuss their difficulties with hearers, they 
experienced a lack of supervision and negative influence of prevailing attitudes in their 
context such as not accepting ‘spirituality’ or not aceepting ‘psychological work’ as 
opposed to medical interventions. It seemed that participants’ reflective space was limited 
and insufficient.
The findings in this study illustrate that despite diversity in contexts and professions, 
many views and experienees were common across participants. The themes of Phvsical 
presence of Voices. Voices imnaet on the therapeutic process, and Impaet on Self pose 
some interesting thoughts regarding the belief and relationship that practitioners have 
towards the phenomena of hearing Voices, and the question of whether this might 
influence their emotional experience of Voices and voice hearer. Coffey and Hewitt’s 
(2008) research into voice hearers’ experiences of community care suggests hearers want 
practitioners to step into the relationship with them and their Voices, but that practitioners 
may be reluctant to accept this invitation. It is nevertheless striking to read participants’
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interviews and see the passion and compassion with which they spoke about their contact 
with people that hear voices, and the emphasis they place on establishing a good 
therapeutic relationship through continuity and regularity in contact, using humour, and 
taking time to relate.
This study suggests that future training for practitioners who are likely to work with voice 
hearers should pay attention to the impact people’s Voices can have on the relationship 
and on the practitioner. Such training must recognise potential ‘anti collaborative modes’ 
(Chadwick, 2006), which can threaten relationship building, and be offered in tandem 
with reflective spaces. This study has also highlighted the value of focusing on 
practitioners’ experiences in order to understand their meaning making and their 
perceptions of the contextual constraints when working therapeutically with voice 
hearers.
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Appendix A
Participant Demo2raDhics
1. Edith 2. Emma 3. Alice 4. Ben 5. Anna 6. Jane Average
Age 31 58 43 37 40 42 42
Gender Female Female Female Male Female Female 1 M 5F
Ethnicity Irish White
British
White
British
British British/
Turkish
Caucasian
Occupation Occupational 
therapist (OT)
OT Community
psychiatric
nurse
Clinical
Psychologist
Counselling
Psychologist
Psychiatrist
Type of 
Therapeutic 
Training/ 
Influence
CBT, OT
specific
training,
CBT,
Solution
focused
CBT CAT,
Psycho-
Dynamic
(PD)
Models
CBT,
Systemic,
PD -
Context in 
which
meeting with 
Voice Hearer 
occurs
Hearing
Voices
Support
Group
CMHT,
Individual/
Group
work
Inpatient
setting,
CMHT,
Early
intervention 
in Psyehosis
Long term 
individual 
therapy
Inpatient
rehabilitation
In mental
health
services
Extent of 
experience 
with people 
that hear 
voices
1 year 6 
months
15 years 20 years 3 years 6 years 17 10
Years as a 
mental 
health 
practitioner
1 year 6 
months
15 years 23 years 12 years 10 17 13
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Appendix B
Interview Schedule
Introduction
Thank you for agreeing to take part in this interview. I am a counselling psychology 
student and am as part of my doctoral research interested practitioners’ views of the 
therapeutic relationship with people that hear voices. I will be asking you a series of 
questions that should allow us to explore the topic. Before we start is there anything that 
you would like to ask?
1. I would like to start by exploring your view of the phenomenon of hearing voices. 
When thinking about ‘voices’, how do you understand or define this experience?
Prompts
• Have your views changed over time? What factors or experiences have 
been influential?
2. Can you tell me about therapeutic experiences you have had with clients/patients 
that hear voices?
Prompts
How, if at all, where you and the patient/client able to talk about 
his/her voices? -  If yes -  How was the experience for you? If  no - How 
come? What were the difficulties?
Have these experiences changed over time? What factors or 
experiences have been influential?
3. We have now talked about voices and some experiences you have had with voice 
hearers. I would now like to focus more on you, and talk about possible influences 
on your practice with people that hear voices. How, if at all, do things such as 
your values, experiences and beliefs influence you?
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• For instance, did you find any particular theory helpful or unhelpful 
when working with voice hearers?
• Have you had any personal experiences that in some way may have 
been influential in your practice?
4. We have now talked about you and potential influences on your practice with this 
client group. I would like now to focus more on the environment. I would like to 
explore how, if at all, you perceive that the environment surrounding the 
therapeutic relationship influences your practice?
Prompts
Might want to focus on particular contexts -  psychiatric units, 
community treatment, consultation room, psychotherapy units, society 
in general.
Other people or professionals around you, what is your experience of 
them in relation to working with people that hear voices?
5. Keeping our mind on the therapeutic relationship with a elient/patient who hears 
voices, I am wondering what your views are of having, or not, supervision
Prompts
What would the function with supervision be with a client that hears 
voices?
When working with a person who hears voices, have you used 
supervision? If yes -  what aspects did you find useful/difficult? If no -  
how come?
6. We have now spent some time talking about working with people that hear voices. 
How do you think that is different, if at all, from working with other client 
groups?
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Thank you for taking part in this research. Before we finish, is there anything else related 
to this topic that we haven’t discussed that you think is important?
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Appendix C
Master Theme Table with Sub-Themes
M m c r  Theme Table with Sub-Themes
Edith Emma Alice Ben Anna Jane
1. Making sense of Voices
The relational aspect o f Voices 271/6 /./IfQat::!:::::/ 28 5*0/13 21 142/4
/ Theory : *-14 833'19 366'*
UnJcfStandine from the Voice hearer (37) (43) 9 301.305/7 / 465/1i
314 *33/19 ij:366/*
. Prewnice o f Voices in the therapeutic relationship
Phvsica! nrcsence o f Voices 1338 3X2/9 J : r G;:252/6: /G;: : . 210/5 ' :
Importance o f the relationship :: 3)2/7 :2Vlg 657 : : :*%*/20:/ TiWIO - ; ;::;:: 200/5
1 he rn 'te ss  o f workin: with Voice* t ml effect 19/ 5 154/4 y;: : :: 147 343-350/* t/:225/5 4 : : Tg/a
Voices impact on the theiapcutic process 5S7':3 :72/2(l 606-6)4/14 R .219/5 174/4
Impact on Self 159/4 ; : : 544/12 ..;: .. 492 600-60VI4 391/9 725/16
, Importance o f Context
As rcsirictive \ KM/M : : i 14$/4 (/'G 795-7594)4 G.::9li3/20.: 1016-21/23 216405,
: As sopportive/fecintalmg 317/7 i f; ; :\  : 931/2p!. . ±;V::': 657 100*7 79V1: no
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Appendix E
Letter/E-mail of Invitation
Subject: T he th e r a p e u t ic  r e la t io n sh ip  w ith  p e o p le  th a t  h ea r  
v o ic e s
Estimated colleague.
My name is Hannes Lloret, I am curren tly  undertaking a research 
pro ject as part o f my Counselling Psychology and Psychotherapy 
degree (U niversity o f Surrey), and am hereby inv iting  you to 
participate in my study.
I f  you are curren tly  working therapeutica lly , or have done in the recent 
past, w ith  individuals th a t hear voices I would be very interested to  
hear from  you. Please see enclosed inform ation sheet fo r details 
regarding the study. The study is qualita tive  in nature and would 
involve a one-o ff in terview  in a location th a t suits you.
Looking forward to  hearing from  you.
Regards,
Hannes Lloret Andreasson
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Appendix F
Information Sheet
The researcher
My name is Hannes Lloret, I am a trainee at the Doetorate programme in Counselling Psychology and 
Psychotherapy at the University of Surrey.
Brief description of research project
The intention of this information sheet is to recruit practitioners within the trust who are currently (or has 
in the past) worked therapeuticallv with people that hear voices.
There is little research which focuses on the therapeutic relationship with people who hear voices, in 
particular from a practitioners’ perspective. I am interested in how practitioners perceive the therapeutic 
relationship with this client group. Some of the questions I pose are concerned with the phenomenon of 
hearing voices, I am curious about how you personally define or understand it, other questions are more 
concerned with the therapeutic relationship, how you experienced it with this client group and how, if at 
all, the ‘voices’ where present in the therapeutic relationship.
Participating in this project
I am asking participants to be available for an interview that would last from 50 minutes to an hour and a 
half. I would travel to you so the interview would take place in a setting which is convenient for you, 
preferably where there is a room available in which privacy can be assured.
What happens to the interview material?
The interview would be taped and later transcribed for analysis. When the interview is transcribed the 
recorded session will be destroyed, any information that would compromise the interviewee’s 
confidentiality in the transcribed material would be removed or turned anonymous through the use of 
pseudonyms. Transcripts will be coded and the identity of the participant kept separate from these.
The participant is invited to provide contact details if he/she wishes to receive a comprehensive 
summary of the final product which will be a dissertation, or/and copy of possible publication of the 
study.
You may withdraw from the interview at any time without needing to justify your decision.
Contact details
Should you be interested in participating please contact me: E-mail: hannes.lloret@gmail.com
Any concerns or questions about any aspects of the study please feel free to contact me, or/and my 
supervisor: Dr. Mark Hayward : E-mail: M.Hayward@surrey.ac.uk Phone: 1483 68 288
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Appendix G
Consent Form
I understand this interview is part of Hannes LLoret’s Doctoral research in 
Counselling psychology and Psychotherapy and I have read and understood the 
information sheet provided
I understand that I am free to withdraw from the study at any time without 
needing to justify my decision and without prejudice.
I understand the taped session will be destroyed as soon as it has served its 
purpose, and that the transcribed material and other personal data resulting from 
this interview will be handled with strictest of confidentiality.
I understand that should I have any questions or concerns I am free to contact the 
researcher or his supervisor as stated in the information sheet.
I confirm that I have read and understood the above and freely consent to 
participating in this study. I have been given adequate time to consider my 
participation.
Name of participant (BLOCK CAPITALS)
Signed
Date
Name of researcher/person taking consent (BLOCK CAPITALS)
Signed
Date
192
Appendix H
Participant Demographics
1. Age______
2. Gender
3. Ethnicity
4. Occupation
5. Are you trained in a particular therapeutic model and/or adhere to a particular type of 
therapeutic practice?
6. Context in which you are working/have worked with people that hear voices:
7. Extent of experience working with people that hear voices in years and/or months or 
number of clients/groups:
8. Number of years as a mental health practitioner:
193
Appendix I
Self reflection
Reflection on the introduction
My own negative experiences, as a support worker, of psychiatric institutions and its 
praxis -  and the wish to do something about it -  have been a primary motivator not only 
for investigating the therapeutic relationship with voice hearers but also for completing a 
doetorate in counselling psychology. There are no doubt positive stories to be told about 
people who have had positive experiences of both mental health practitioners and 
institutions, something I reiterate in my first year literature review. However, as a support 
worker I was often part of a coercive treatment; I have assisted in constraining people to 
beds with straps and forced people to the floor against their will and removed their 
trousers in order for nurses to inject medicine. This was common practice and did not 
provide an environment for relationship building. Part of me wants to redeem and 
contribute with a humane message. My personal background thus shapes my critique, my 
visual angle, my desire to change the medical approach to mental health distress and 
emphasise the relational. The role of my supervisors has often been to guide me with a 
more concise form of expression (editing skills) as I sometimes struggle to exclude voices 
in my wish to make clear the importance of relationship building.
Reflection on interview process
Through discussion with my supervisor after the two first interviews the interview 
schedule was changed, which resulted in, for instance, adding to question 3. “...now I 
would like to focus more on you”. This change was useful as I often found that 
participants would talk at length about their work without reflecting much on their own 
emotions or ideas. The challenge with interviewing practitioners in this topic was to stay 
as neutral as possible and explore the practitioner’s experiences, which with Jane was 
particularly difficult as she held many views that I agreed with.
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The first interview with Edith was challenging as I felt she was defensive, interrupting my 
questions on several occasions, and I wondered whilst transcribing whether me being a 
doetorate student researching the relationship with voice hearers was intimidating for her 
as she was newly qualified. I also wondered if  I experienced her as tense and difficult to 
converse with how someone with stressing voices would find her. Personal and sensitive 
questions like these also arose within me when interviewing Anna as she told me about 
her own and her family’s mental health problems as influencing her views of voice 
hearing. My own father experienced intense paranoid delusions for two years when I was 
a child, something that has only recently shed light on my own reasons for pursuing a 
career in psychology. Given the unique way in which Arma described this it stood out as a 
separate theme, and I felt during the analysis worried about not making her voice heard in 
the result section. Reflecting over this situation helped me to exclude her theme as I 
realised it was a personal investment from my part that I was struggling with, not simply 
a word limit struggle.
Reflection on writing up the analysis
As I have mentioned earlier in the self reflection, one major worry through out the 
analysis and writing up phase was the following feeling: “have I represented participants’ 
views accurately?”. I think having this underlying feeling helped to check back to the 
interview transcripts and make sure I was giving interpretations that were grounded in 
what the participants actually talked about. It was an interesting surprise to see the effect 
of the interviews themselves as providing reflective space.
Having explored the relational aspects of voice hearing during the last two years has had 
profound implications on my views of the potential role of counselling psychology in 
working with people that hear voices. It has, for instance, made me look forward to 
year of training where I will have opportunities to learn in practice some of the 
contemporary cognitive models which apply specifically to voice hearing. I have seen an 
upsurge of literature only within these last two years that approach ‘voice hearing’ as
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opposed to ‘psychosis’ or ‘schizophrenia’, which feels encouraging and exciting, helping 
me to feel enthusiastic about publishing this paper.
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Appendix J
Transcript Nr 6. Jane (Pseudonym)
Hannes: I would like to start with exploring your view of the 
phenomenon of hearing voices .. when thinking about voices how 
do you understand or define this experience ...
Jane: ... well in mental health services the people that you see also 
have other problems .. and .. often the hearing voices is not the 
main and significant problem that they have ... I .. I believe that 
peoples symptoms inverted commas .. psychiatric symptoms 
usually express some sort of inner turmoil or problems that they are 
having so think it is useful to try and understand the voices and 
what other beliefs they have are expressing to trying and 
understand the content of them and how that relates to peoples 
lives [H: Mm] but as I say often that’s not the biggest problem and 
I think sometimes e::m:: ... sometimes I think that hearing voices 
is .. is a reflection of people’s retreat into their inner self ... [H: 
Mm] which is ... so it’s n o t .. it’s not the beginning or an end of a 
phenomenon it’s part of rather .. you know a wider phenomena that 
is going o n ...
Hannes: ... so you are viewing the experience of hearing voices in 
the context of., of that person’s life .. cm events ...
Jane: ... yes but also .. understanding it in the context of the rest of 
their unusual or problematic behaviour [H: Mm] ...
Hannes: ... so hearing voices usually comes with other presenting 
problems
Jane: ... yes .. yes that’s what I am saying yes ... e::m:: I think 
most people who are in mental health services who have the 
problem of hearing voices also have other problems ... [H: Mm] 
they are not engaging in the world they are not functioning and it’s 
not simply a consequence of the voices in most circumstances ... 
[H: yeah]
Hannes: ... has your view changed over time ... thinking of voices 
in particular ...
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Jane: ... well I’ve always thought that madness was meaningful in 
some way and that it was a worthwhile activity to try and 
understand what people where trying to express e::m:: I think the 
hearing voices movement has made that a more acceptable point of 
view than it used to be since I started training so ... I would say 
that my views are probably more strongly held now than they used 
to be because there are other people with similar views [H: yeah]
Hannes: ... you mentioned voices as a way of a person retreating 
into their inner world ... could you talk a bit more about th a t...
Jane: ... well think for me the people that describe .. that explain 
the experience of psyehosis best are R.D Laing in his book the 
Divided Self and a psychologist from America called Louis Szasz I 
don’t know if you heard of him he wrote a really good book e::m:: 
which is an analysis of Raibess diaries his .. a diary of his 
experiences of psyehosis and both of those people are saying a 
similar thing which is that the experience of psychosis is e::m:: is 
an internal experience that people externalise so they make their 
internal world concrete [H: Mm] and regarded as if  it were an 
external thing rather than an internal experience [H: Mm] ... so 
that’s ... that’s the sort of approach I take and I think that one way 
of trying to help these people deal with these experiences is trying 
to put them back really in the internal world and one way of doing 
that is to .. just to get them to engage in the external world again so 
that they are having real external experiences rather than 
preoccupied with this internal world which they are substituting 
really for external experience ...
Hannes: ... mm do you .. if  you could tell me of a therapeutic 
experience that you have had ...
Jane: ... ok I’ve got ... there is this woman in her late thirties I 
would say whom I have known for about five years who 
experiences very .. very severe and very distressing and very 
intrusive voices or auditory hallucinations and she also thinks that 
rooms are bugged and that people can watch her and now what she 
is doing and what she is thinking [H: Mm] and ... as I said I have 
known her for a long time and she is .. on various psychiatric 
medication which I think probably suppress these experiences to a 
certain extent but they don’t eliminate them ... so myself and my 
team on the ward have been .. have started to work to help her to 
find ways of ignoring the voices .. am:: arguing back to the voices 
.. challenging the voices but it’s difficult because they are 
completelv real to her and there is no point at which she::: ever
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really thinks that they are anything other than a real experience .. 
[H: Mm] than a real external experience ... e::m:: so ... and at her 
best this woman has been out in the community and managed to 
have quite full social life she would have friends and go and have 
lunch with them go on holiday with them e::m:: but ... she was 
always on the edge of coping really and ended back in hospital.. I 
also think .. I also think that the experience of being in hospital can 
be helpful to people because it’s containing because they know that 
there are people around who can help them they’re not on their 
own in a flat having these .. these intrusive and distressing 
experiences [H: Mm] although hospital can be very distressing in 
many ways ... am I think sometimes it can be helpful from that 
point of view so I ’m hoping .. I ’m hoping that this woman will 
eventually that the:: that the level of distress caused by the voices 
will subside to a level in which she can leave hospital and function 
and again ... [H: Mm]
Hannes: ... you mentioned that you’ve known this person for a 
while I wonder if you can recall an instance where you address the 
issue of the voices and how that was for you ...
Jane: ... well another issue with this woman is ... the content of the 
voices has changed over the years that I’ve known her .. so it’s not 
quite in response to your question but I ’ll come on to that ... cm:: 
when I first new her the content of the voices was very much about 
... she was being persecuted by other families which cm:: which 
her family had 8.08. known in the past and she thought she’d done 
something wrong and that they were trying to punish her for that 
e::m:: and I think that was .. I think that was linked to low self 
esteem e::m and also her isolation from her family maybe in some 
way it was an expression of her sadness at having lost contact with 
most of them and the content of the voices has changed as I said 
and more recently .. there is a very strong sexual content to them 
and I think this woman has an issue with her sexual identity I think 
she is a lesbian but has been psychotic unwell for such a long time 
that she has not been able to come to terms with that [H: Mm] e::m 
and so she’s tormented by voices telling her she is a lesbian telling 
her she wants to sleep with women and not really sure whether it is 
an ok thing to think or not so .. so as well as trying to help her find 
ways to challenge and sort of distract her from the voices we’ve 
been trying to talk over issues of her sexuality with her [H: Mm] so 
that hopefully she can come to terms with that a little bit better ... 
sorry that was answering the previous question a bit what .. .what 
was the other question
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Haïmes: ... if you remember how it was to address the voices with 
h e r .. and that you have known her for a long time .. .do you see her 
one to one ...
Jane: ... yes e::m I:: have done ... e:::m ... well some times when I 
have seen her I recently and specially she’s been actively 
hallucinating while I have been seeing her ... and talking back to 
the voices and really quite distressed and it’s quite difficult to talk 
to her in that situation trying .. trying to calm her down trying to 
sound reassuring ask her what she’s hearing cm:: if  she’d like to 
talk about it .. I’ve also tried distracting her trying to talk about 
something else something very simple something very concrete 
something on the television what did she have for lunch things like 
that e::m:: but it’s quite difficult to have a long conversation with 
her when she is in that sort of state e::m:: at other times ... at other 
times I’ve tried to reassure her that there have been .. that there are 
times that although she still hears the voices they don’t trouble her 
as much they don’t worry her and she can get out and about and 
carry on with her life e::m:: so that even thought they may be 
troublelling her a lot at the moment hopefully she’ll get back to a 
stage when they won’t trouble her so much ... e::m:: so those are 
the conversations having recently about them ...
Hannes: ... it sounds like .. I am imagining in these instances when 
she is very pre-occupied with the experience of the hallucination or 
the voices e::m:: how is that for you ...
Jane: ...e::m:: she will actually say .. she’ll well I would ask her 
well ‘are you hearing voices is there somebody speaking to you at 
the moment’ cm:: ‘and what are they saying’ and she would say 
‘they are telling me to fuck o ff they are telling me this or that’ so 
she can say that yeah [H: Mm] it’s quite frightening I know her 
quite well and I know that she likes me and respects me so I feel 
reasonablv comfortable with her W  I think it’s quite a frightening 
experience for other people who don’t know her so w e ll.. because 
cm [H: Mm] certainly the other day she shouted and was very 
threatening to another member of staff e::m:: while she was in that 
sort of condition ...
Hannes: ... it’s frightening because of the sort of content or ...
Jane: ... because she is very distressed from the voices because she 
sometimes is shouting at the voices and that cm ... aggression and 
distress she feels towards the voices are sometimes also directed to 
whom ever else is around her [H: Mm] at that time ... [H: Mm]
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there is another issue about medication that .. that cm:: has been 
going on for a while with this patient she:: cm:: when she first 
came into my care she was on a lot of medication having been 
started by another consultant and I actually managed to reduce it 
quite a lot ... she::: once it was reduced and complaining about 
feeling very drowsy and suppressed on it on the one hand on the 
other she:: is very distressed by the voices and wants to try 
anything to get rid of them so I have a lot of discussions with them 
on the pros and cons of medication of bringing it down [H: Mm] 
how it might help to suppress the voices a bit but that it also means 
she will feel a bit dopy you know a bit sleepy and that would not be 
very nice ... cm:: and sometimes she’ll say she’ll do anything to 
get rid of the voices that’s ok and other times she’ll say ‘no I don’t 
want to feel like that I rather put up with them’ ... [H: Mm] so we 
have a lot of those sorts of conversations .. the::: one of the 
members of staff that she shouted at the other day was my junior 
doctor that would put up her medication and she really didn’t want 
that and she was very angry with him and she was hallucinating at 
the time but what he was shouting at him for was the medication 
and that she hadn’t wanted it increased
Hannes: ... you mentioned that because you know her it is less 
frightening when she is in these states so there is something about 
the sort o f quality of relationship that you have with her .. that you 
know how well she knows you ...
Jane: ... it is partly about knowing her it’s also I know that she 
likes me ... you know she is always or generally very positive 
about me when she talked about me to other staff and very friendly 
to me when she’s settled enough to be friendly e::m:: so it’s partly 
that and yes as you said it’s knowing her knowing that generally 
she has hit out at people but generally she is not a violent person 
and e::m:: so e::m:: that it can happen but that it is unlikely that she 
will get up and hit me ...
Hannes: ... can you recall any other experience that you have had 
with someone ... a particular experience with hearing voices
Jane: ... e::m:: I’ve got another e::h:: who’s a man an afro 
Caribbean man whom I again have known for some years ... am::: 
he has had a number of episodes of psychosis going back to when 
he was a teenager [H: Mm] ... am::: he does have his own flat but 
he hasn’t really lived 17.17 there very much he spent most of his 
life living with his mother and he’s never had a job e::m:: not really
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lived on his own much either e::m and he’s been with us for three 
years and been distressed for the majority of that time and when he 
is unwell and distressed he will shut himself in his room and he 
will be constantly talking to himself shouting out loud e::m e::: 
writing material that doesn’t make much sense e::m he shouts a lot 
about God and Satan very strong content e:::m and it’s quite 
difficult to talk to him he never’s been physically violent to anyone 
but he looks as if  he’s got a very short fuse [H: Mm] and you know 
if you try to talk to him for too long it looks like he is gonna blow 
and attack someone cm:: and when you try to talk to him and he is 
in a state he will mumble continuously under his breath and I think 
... I am not sure whether he is experiencing a voice or whether he 
is ju s t .. talking to himself [H: Mm] you know under his breath but 
he does sometimes say that he hears voices ... how would he put it 
... trying to think ... a:::m I am actually no sure he would use that 
term but when he is a bit better he will certainly talk about feeling 
e::m:: feeling unwell feeling less anxious feeling less stable feeling 
a bit nervous e;:m:: ... and he’s certainly someone who I think 
most mental health services would classify as hearing voices [H: 
Mm] ... it’s very difficult to get at the content as I said it is very 
difficult to have a conversation with him at all when he is cm:: very 
distressed there .. there are a lot ideas about a lot of religious ideas 
a lot of sort of e::m:: ideas about his ethnicity as well sometimes 
some times he would not talk to any white staff sometimes he will 
not talk to any black staff sometimes he denies that he’s black he 
often denies that his mother is his mother e::m;: he’s a black man 
from a black family who grew up in an area which is mostly white 
working class racist area [H: Mm] so I expect that you know are 
important issues for him but he’s someone who it is reallv difficult 
to talk about this issues with ... e::m:: in order not for him to be 
aroused and aggressive you have to stick to sort of simple factual 
unemotional issues ...
Hannes: [H: Mm] I get a sense of the previous experience you 
talked about in that the content of the voices seemed to be relevant 
to that persons ehh in that case identity sexual identity crisis or 
before with things happening with the family and when you talk 
about this man mumbling religious things going on that there is 
some ... as there is some sort of information or source of 
information within that person [J: yes] that is difficult to access for 
you [J: yes] who wants to help this person
Jane: ... yes that is a good way of putting it and I would say that a 
lot of these patients that that’s the situation for quite a lot of 
patients that it is actually quite difficult to access what what’s
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going on and in many cases when we talk of people who hear 
voices I think that is our interpretation of their experience that is 
not what they would have .. put it [H: Mm] and I have this 
discussion in the Hearing Voices Steering committee .. I really like 
the approach in many ways because I think it tries to put the 
control with the patients it tries to enable them to understand first 
of all understand what is going on make sense of what is going on 
and .. try to find some ways of taking control themselves [H: Mm] 
.. but I think focusing on voices is a bit limiting ‘cause most 
patients who hear voices have other problems and it’s about taking 
control of that whole gamut of hearing voices not just the 
experience of hearing voices [H: Mm] and sometimes with people 
like with this man that I described you can’t get into their inner 
world you can’t work out what’s going on and you can only reallv 
help them ..I:: think at a level.. at a quite superficial external level 
if you know try to help them to function [H: Mm] trying to know 
you know to work out what they are going to need to do to live 
fi*om day to day outside hospital [H: Mm sort of practical] yes and 
sometimes and .. and usually those things are not too challenging 
not to provocative they can tolerate talking about and doing things 
like that [H: Mm] cm:: but actually getting to grips with what is 
going on in a world is too confrontational for them ...
Hannes: Mm so we have talked now a bit about what voices might 
be or what they might mean and some of your experiences ...cm I 
would like to focus now more on you and the possible influences 
you’re practice with this client group .. how .. if  at all .. do you 
think that your values or experiences or training influence you in 
your practice ...
Jane: ... well .. I have always been interested in .. psychiatry and 
mental health because of its inadequacies and deficiencies I think .. 
so I mean before I even started in psychiatry I was reading Thomas 
Szasz and RT) Laing and antipsychiatry critics and I think they 
influenced my thoughts quite a lot I don’t think that it’s useful .. 
I’ve never thought it’s useful to regard madness as if it were the 
same thing as a brain disease [H: Mm] cm:: it may be that there 
some you know some physical component I am not denying that 
but I don’t think well ever trace it down as if it’s a brain tumour 
you know and say it’s that we got to get rid of that and it will be ok 
I don’t think it’s like that e::m:: I think it’s much more complex 
and interwoven with people’s personalities [H: Mm] e::m:: so I 
suppose that are the ideas that have influenced me Michael 
Foucault as well ... and e::m:: and to a certain extent my politics 
have influenced me I’m a::m  I suppose I’m a Marxist I don’t
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I:: don’t agree with I think that the capitalist political system is 
very exploitative and I can’t believe that this is the best we can do 
.. am:: and I think that a Marxist analysis is very helpful to look at 
how society functions and how ... i t .. people one of the problems 
it seems to me that have mental health problems severe mental 
health problems like the sort of people I am dealing with in my 
inpatient ward I am talking about... [H: Mm] one of the problems 
is that they are not capable of., of doing productive labour they are 
not capable of being exploited for profit for other people and 
therefore they are a problem [H: Mm] you know and they are 
depended so they need someone else to work for them cm:: so this 
is in a world that is organised around waged labour and .. and 
extracting surface value fi*om people this is .. this is a social 
problem .. and yet it’s a social problem that it seems to me society 
doesn’t want to confront honestly it doesn’t want to say ‘well you 
know we’ve got the system where we exploit people for surface 
value so what do we do with people we can’t do this with [H: Mm] 
and because it doesn’t want to be hones about what the nature of 
the problem is that’s why it médicalisés it because then you can say 
these people are sick [H: Mm] you know you don’t have to enter 
into any more explanation or investigation [H: Mm] e::m:: so::: the
way that influences me I th ink  that we are often dealing with
dependency and problems of not being able to fit in or participate 
in the very competitive and aggressive capitalist system that we 
live in e::m:: and ... you’ve got to I mean as a practitioner without 
changing you know without being able to change the social 
structure we have to change the sort of niche that changes that role 
because I think a lot of people I think a lot of people end up in 
psychiatric services and again I am speaking of people with very 
severe problems because they can’t find another role for 
themselves they can’t find another more satisfying role in the 
world ... am and that is partly as I say the capitalist society is 
demanding that people function in a really high level in order to 
participate and do well [H: Mm] cm:: and so I::: I think one’s part 
as a mental health practitioner is trying to find someone a more 
satisfying role
Hannes: ... so in a way your practice is influenced in that you see it 
as part of a m oral.. moral e::m:: moral or ethical stance which you 
place in a context of the wider society that you and your the 
patients that you come across are functioning within ...
Jane: ... I don’t know if I would call it moral or ethical.. e::m ...
Hannes: in terms of a drive .. something that drives you
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Jane: ... I think that viewing madness as not a disease I don’t view 
it as a moral position although I think it is ultimately a more 
humane position because you are treating people not as diseases 
but as people [H: Mm] so I suppose that there is a moral dimension 
there but I just think it’s not the case that these things are diseases 
that is the main thing that influences me I don’t think it’s a valid 
way a true was I suppose to regard mental ... psychological 
problems to regard them as illnesses ... e::m:: and the political 
thing I think more than anything it gives me a sort of wider 
perspective of the nature of people’s problems so again rather than 
seeing somebody as a diseased individual or a diseased brain I am 
looking at someone within their social within their whole broader 
social system the whole world system in a way ... and saying you 
know what’s what’s the problem you know not just in the 
individual but in the system that this person can’t fit in in some
way ... so I ju s t ... think i t  I suppose like Marx would argue
it gives me a fuller a deeper understanding of the nature of the 
problems than someone who doesn’t appreciate the deeper political 
dimensions or someone who is just more preoccupied with the idea 
that this is a diseased individual... [H: Mm]
Hannes: ... I suppose very much related to that is e::m:: my next 
question which taps into e::m:: how the environment in which you 
work if you perceive that that .. if at all .. is influencing the way 
you are able to practice ...
Jane: ... ENOURMOUSLY enormously I could talk for hours on 
this cm:: the:: it’s .. I ’d like to work .. I ’d like to use far fewer 
drugs [H: Mm] cm:: although .. yeah that would be the main thing 
use far fewer drugs and work at it more psychologically with 
people although as I have said with my examples that is not always 
possible with people e::m and .. it’s I find it almost impossible as I 
have said recently to other people I think almost all patients in 
psychiatric services are receiving far too much medication cm:: and 
yet to reduce it is such a struggle and there is so:: much resistance 
cm:: from all sorts of from almost all sort o f professional group [H: 
Mm] and every aspect of the institution it’s just a sort of 
institutional resistance to it really ... e::m:: even though all the 
guide lines say you should try to minimise all the medication 
review it all the time in practice it’s very difficult to stop or reduce 
the medication but very easy to put it up when there is a crisis so ..
so that’s one mavor area where I feel very constrained e::m ::........
the::: a::nd .. other ways are .. there aren’t an awful lot of activities 
available to people in hospital I think there should be more part of
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that is because activities have been moved out of hospital because 
of a move to community care and this sort of idea that the system is 
running now you know ..i t ’s sort of running now on a:: on a sort of 
medical model where mental illness is like having pneumonia and 
having antibiotics for two weeks and then you go out [H: Mm] 
e::m so there’s not a lot of there are a few activities but not a lot 
any more and e::m and I think that’s detrimental to people’s 
recovery .. and puts much more enphasis on a sort of medical .. 
medical approach ...
Jane: ...mm I can see how being a psychiatrist and being in this 
medical environment and given the sort of literature that you have 
mentioned and your influences that seem to be de-construeting the 
notions of diagnoses and mental illness ... if  you’re seeing a person 
who is hearing voices and presenting with these problems e::m ... 
from from I can see how from one perspective you are pressured to 
think that this person diagnostic criteria or certain treatment plan 
that need to be followed like you explained put a strain and your 
personal and political views from your background and the way 
you see yourself in the big picture I imagine there be some tensions 
there for you
Jane: cm yes enormouslv yes I mean I’m:: ... e::h:: part of the 
critical psychiatry network which is a group of likeminded you 
know similar minded psychiatrist and we all have these issues and 
we talk about them quite a lot e::m:: you know that we are not 
really practicing as we like to and when we do we get into a lot of 
trouble for i t . . .  you know colleagues of mine have been suspended 
for not ... e::m:: not .. not being main stream and not using 
medication things like th a t... and there’s been inquires here where 
I have been criticised for that as w e ll...
Hannes: ... do you think if at all that this influences the way that 
you are interacting with your clients or with someone who’s ....
Jane: ... yes it does because if I know ... if  I know what I want to 
do which is for example you know to reduce their medication and 
cm:: try and help them e::m:: you know build up activities that will 
.. that will help or stabilise them without being on medication and I 
know that everyone else is going to reject to that I am going to be 
less likely to push that [H: Mm] I am going to be less enthusiastic 
about i t ... if I think it’s the right thing to do ... cm I’ll still I ’ll still 
suggest it but I might not push it as forcefully as I would other wise 
... if I had more support... cm ::........ yeah ...
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Haïmes: ... and if  we think about someone who hears voices more 
specifically you mentioned earlier that you might think that it could 
be dampening some processes for that person ...
Jane: ... I think .. I mean antipsychotic medication cm:: it .. it 
slows down your thinking and it dampens down your emotional 
responses it restricts your emotional responses and ... if someone’s 
very distressed and very occupied with lots of intrusive thoughts 
and experiences that might be helpful it might be better than the 
psychosis ... on the other hand most people find these drugs pretty 
unpleasant ..people it seems to be rather be psychotic [H: Mm] 
that’s what they are trying to tell you when they don’t want to take 
their drugs and ... so I don’t know there are some 36.04 people 
who seem to find them helpful so I wouldn’t rule them out 
altogether but I think they are pretty unpleasant treatment sort of in 
general and we don’t know whether the effects persists you know 
that they’ve got these effects if you take them immediately but if 
you keep taking them that the body adapts to anything you keep 
taking so ... we’re not sure whether those beneficial effects go on 
working anyway ... [H: Mm]
Hannes: ... I will move on to another question keeping in mind the 
relationship with a person who hears voices I am wondering what 
your views are of having or not having supervision
Jane: ... sorry for the .. for the professional who’s working ... with 
the::
Hannes: ... yeah .. or for yourself in this case
Jane: ... right I well I think ... I think supervision is always ... 
helpful actually I think it’s helpful to discuss cases I mean when 
you are a consultant psychiatrist you don’t get supervision any 
more 37.07 e::m which I::: I missed a lot when I was first a 
consultant [H: Mm] and we used to go and discuss things with 
colleagues but what we do here but we just do it because we all 
find it useful is that we have a group of consultants [H: Mm] and 
we meet on a regular basis and we discuss [H: Mm] cases that we 
find challenging or distressing or difficult and so that’s a forum 
that we use ... I suppose the issue of supervision is if you’re being 
supervised by someone with different views it won’t be useful ... 
but think in general it is a useful thing to discuss our experiences 
about patients and I think I think psychiatrist in particular don’t do 
that enough really ...
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Hannes: ... so you don’t .. as part of your position now there is no 
supervision but there has been ...
Jane: ... well ... when you are training you have supervision with 
your consultant [H: Mm] when you are a consultant you still have 
a manager I mean I am answerable to the clinical director the 
medical director ultimately but you don’t have clinical supervision 
you don’t sit down and go through your cases ... if  I got any 
problems I occasionally go to my manager and say Took I don’t 
know what to do about this’ but I wouldn’t you know sit down 
routinely and say ‘well I’ve got so and so and were talking about 
this and I’m trying to set this up for her you know it’s still quite 
difficult she’s still very distressed’ I wouldn’t you know there’s 
none of th a t... [H: Mm]
Hannes: ... cm:: I’ve one last question we’ve spent some time 
talking about people that hear voices how do you think it is 
different ... if at all different .. from working with other type of 
client groups or mental health problems ...
Jane: ... I:: I don’t think that there is a categorical distinction I 
think the same issues arise really with .. with most people that have 
mental health problems you know .. I think for everyone you need 
to work out what the problems are .. exactly because they are not 
always what they appear to be [H: Mm] and if possible try to work 
out what the root of them is . . .  how’ve they arisen ... and what you 
can do about them and that would be my approach with everyone 
really it wouldn’t be different than to somebody who hears voices
Hannes: ... my formal questions are over now I would just like to 
ask you something that I found interesting fi*om the examples that 
you told me the woman and the man that hear voices and also 
before the interview you mentioned Rufus May’s documentary ... 
so I am wondering what you think about the idea of talking to the 
voices such as Rufus would do with Voice Dialogue the presence 
of the voices when you are with some one who hears voices
Jane: ... cm:: I think it depends a bit or ... am I think for some 
people that you can’t even get to that stage with like the man that I 
was describing [H: Mm] you know you wouldn’t even really be 
able to discuss with him whether or not that would be useful ... 
there are for some people that I think that would be useful and 
there are for some people for whom the best approach is to actually
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play down the voice and get on with other things and not to:: to 
make to minimise their significance [H: yeah] so I think it depends
Hannes: ... by doing more practical
Jane: ... yes by trying to engage them in activities trying to engage 
them to build up relationships with people I mean one thing that I 
feel very strongly about ... eh:: and I know I am not the only 
person who feels it is that I think what helps people the most is to 
have a secure and helpful relationship either with a professional or 
with a::: you know a partner or family member or friends some 
people need a relationship that is not too intrusive and some people 
want a more engaged relationship ... mm ... and I think those are 
important for everyone really and are more helpful than a specific 
thing that we can do like trying to minimise a particular voice or 
challenge the voice or take medication or something like that
Hannes: ... you seem to be very cm .. sort of talking about 
particular people’s needs or experiences e::m:: there is no sort of 
one way of dealing with someone you take their problems and 
experience and then you make up your mind I wonder if  that is tied 
to the beliefs you talked about in that everything has a context[J: 
yes] a political context...
Jane: ...yes I mean I think one of my colleagues said here you 
know there’s no::: the:: diagnosis schizophrenia inverted commas 
is pointless because every person labelled schizophrenia is more 
different from each other than they are similar [H: Mm] you know 
each person that ends up in the mental health system has their own 
trajectory has their own set of problems is a unique individual it is 
not like dealing with a you know pneumonia which has the same 
characteristics across different people I think madness is a very 
individual thing ... it’s not to say that there aren’t common patterns 
and some common sets of problems obviously there are but I:: 
primarily we need to see each person as an individuals and tailor 
your approach that particular circumstances ...
Hannes: ... yes ... it’s a fascinating sort of subject I am still sort of 
wondering about the experience with these two clients that you’ve 
talked about and how that ... how that ... how that felt for you 
qualitative .. subjectively you mentioned fear although that fear 
was not that big because you knew the person e::m:: but I’d 
imagine there are moments when it’s quite challenging to have sort 
o f ... to try to understand ...
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Jane: ... I think that the other emotion is ... you know despair 
hopelessness when ... you .. I think .. I think mental health 
problems can be very protractory and again the NHS sort of 
pushing us to the idea that you know you have a break down for a 
few weeks and then you are better and I don’t think that that’s how 
it is I think some people are really quite unwell and preoccupied 
and under stress for many years and sometimes of course years and 
years or most of their lives although I also think that people can be 
ill for years but then come out of it but it is difficult you know if 
someone is going on and on being distressed to keep being 
optimistic that they will be able to get on top of these things and I 
suppose the temptation to pile on more drugs become more 
stronger [H: Mm] if  things don’t improve ... the other sort of., the 
other institutional pressure is always to do something it’s difficult 
to do nothing it’s difficult to let someone be mad and look after 
them which often I think actually is the best thing to do but it’s 
difficult to do people want things done and want them to move on 
... if you’re not getting better you should start on another drug or 
the drugs are wrong or give them ECT or something ....
Hannes: ... how do you deal yourself with that hopelessness
Jane: ... I just try and ... and have as much contact with my clients 
as I can because when you remember that these are individual 
people with their own personalities and they all got a warmness 
and however severe their preoccupations that there’s always some 
you know humanity there still and I think I just ... have to make 
sure I have enough contact with them that I remember that and [H: 
Mm] and therefore not give up on them ...
Hannes: ... mm so although the contact with them can generate 
hopelessness it is also the thing that keeps you hopeful..
Jane: ... I suppose it is about keeping contact with that person as a 
personality as a person trying to ... am:: keep contact with 
something e::m:: that isn’t ... something of them that isn’t just all 
the madness which is not ... cm:: ... trying to keep contact with 
their good qualities with their kindness with their sense of humour 
... e::m:: ... and ... not simply see them as someone who has these 
problems and preoccupations ...
Hannes: ... well thank you for that is there anything else that you 
would like to add ...
Jane: ... n o ..
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Y e a r  3 l Discourses of ‘voices’; qualitative research publications and the 
construction of people’s experience of hearing voices
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Abstract
Research on voice hearing has traditionally been restricted to the collection and analysis 
of quantifiable data. The present study analysed 5 English research publications that used 
an alternative qualitative research method. A discourse analysis of these texts aimed at 
critically examining how such alternative research construct voice hearing experiences. 
Two main discourses were derived. The first, person-centred discourse positioned the 
authors as holistic and moral. Person-centred discourses allowed participants to define 
their experiences. The second, empiricist discourse used reductionist and deficit oriented 
narratives positioning the researcher as expert. The empiricist discourse often labelled 
voice hearer’s experiences as clearly divisible and ‘real’ categories. These categories 
fitted larger discourses pertaining to the cognitive and medical sciences. The results of 
this study show how qualitative research can engage in similarly reductionist and deficit 
oriented language as the traditional methods they claim to avoid.
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The orthodox understanding of ‘voice hearing’
The phenomenon of ‘hearing voices’ has traditionally been conceptualised as an ‘auditory 
hallucination’: a perception that has the sense of being a ‘true’ perception but that occurs 
without external stimulation of the ‘relevant sensory organ’ (American Psychiatric 
Association, 2000). As a result the orthodox scientific endeavours have been searching 
for the why such ‘false’ perceptions occur, assuming something is ‘wrong’ in the ‘relevant 
sensory organs’ and thus emphasising a ‘deficit’ approach. For instance, in cognitive 
sciences theories of ‘misattribution of inner speech’ search for the “cognitive mechanisms 
behind auditory verbal hallucinations” (Langdon, Jones, Connaughton, & Femyhough, 
2009, p. 655), within neurosciences there is a search for “deficient inhibitory 
neurotransmission of G ABA” and “activation in diverse brain regions involved in 
speech” (Dollfus, 2008, p. 350) with the aim to ‘modulate’ “abnormal activations in 
neural networks” (Tranuli, Sepehry, Galinowski, & Stip, 2008 p. 577) using ‘transcranial 
magnetic stimulation’ treatments.
Within psychotherapeutic approaches to voice hearing there has been a movement from 
the orthodox question of why people hear voices into how (see Pérez-Âlvarez, Garcia- 
Montes, Perona-Garcelan & Vallina-Femandez, 2008 for a review). In what Beck (in 
Chadwick, Birchwood & Trower, 1996) has called a simple but key step in the cognitive 
model for ‘psychosis’, Chadwick and his colleagues moved from treating a 
‘hallucination’ as an ‘automatic thought’ to treating it as an ‘activating event’. Hence 
cognitive therapy approaches have started to emphasise the meaning attributed to voices 
(Chadwick & Birchwood, 1994; Birchwood & Chadwick, 1997). For example, research 
has suggested people’s relationship with their voices is associated with social relating in 
clinical and non clinical samples (Phillips, 2006; Hayward, 2003). Such approaches use 
evolutionary theories (Social Rank Theory, Gilbert & Allan, 1998) to understand voices 
that issue commands (Byrne, Birchwood, Trower, & Meaden, 2006; Trower et al., 2004) 
and voices that people experience as shaming and humiliating (Birchwood, Meaden, 
Trower & Gilbert, 2002). The general contention here is that people’s beliefs regarding 
the “power, purpose and identity of the voice result in emotional distress and perpetuate
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the individual’s inability to cope with their voice hearing experience” (Chin, Hayward & 
Trinnan, 2009, p. 3).
However, as Chin et al. (2009) point out, the recent developments in cognitive therapies, 
including these ‘relational’ theories, have been “restricted to the collection and analysis of 
quantifiable data” (p. 3) and thus continued to use orthodox scientific methods at the 
expense of the voice hearers’ own understandings. This potentially restricts researchers 
understanding of people’s narratives as these are consistently understood within and 
limited to a particular scientific framework.
Alternative perspectives
Kuhn (1996) states that ‘normal science’ (here referred to as ‘orthodox science’) and 
scientists have consistently engaged in ‘mopping-up’ operations in an “attempt to force 
nature into the preformed and relatively inflexible box that the paradigm supplies.” (p. 
24). Given this state of affairs the world of science continually experiences ‘scientific 
revolutions’ (Kuhn, 1996) in which discourses and ways of seeing the world are shifting.
People that use mental health services have long called for a revolution in which mental 
health services and their professionals listen to people’s needs, stories, and perspectives 
(e.g. Deegan, 1988; 1996). Seminal research by Romme and Escher (1993; 2000), who 
initiated the now world wide Hearing Voices Network (HVN) in Holland, set off a 
significant departure from orthodox scientific knowledge by showing voice hearing 
experiences per se are not necessarily distressing or socially debilitating. Grierson (1993), 
co-founder of the HVN in the UK, highlights the socially constructed nature of scientific 
knowledge and its relevance to voice hearing experiences:
My hope for the Hearing Voices Network has been that it would provide a 
structure that would help in the monumental task of deconstructing the social 
organisation of distressing voices as symptomatology of schizophrenia and
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promote a fresh receptivity to all manner of more positive and helpful ways 
of understanding voice experiences.
(p. 223)
Thus, applying and explaining categories like ‘schizophrenia’ or ‘auditory hallucinations’ 
risk masking the complexity and non-uniformity of experience which is supposedly being 
represented. In response to the reductive nature of orthodox research methods, a number 
of research endeavours are increasingly using alternative methods. In these alternative 
endeavours, researchers claim “to establish the perspectives of voice hearers” (Chin et al., 
2009, p. 1) in order to “consider the totality of human experience” (Thomas, Bracken, & 
Leudar, 2004, p. 13, Italics original) and to “generate and explore rich, experiential 
accounts which are clearly situated and contextualized.” (Newton et al., 2007, p. 127), 
the hope is to “counter reductionism, whether biological or social” (Thomas et al., 2004, 
p. 13). Using qualitative methods, these papers would claim that they “represented the 
participants’ perspectives on their experiences” (Hirschfeld et al., 2005 p. 249) with “all 
its layers and contradictions rather than deduce cause and effect relationships” 
(Hirschfeld et al., p. 252).
Although qualitative methods privileges no single methodological practice over another, 
and has no distinct set of methods or practices that are entirely its own (i.e. it is not a 
homogeneous domain), its central purpose is to contribute to a process of revision and 
enrichment of understanding, rather than to verify earlier conclusions or theory (Elliot, 
Fisher & Rennie, 1999). They share the assumption that there is no ‘objective reality or 
universal truth’ (Lyons & Coyle, 2007) and that the production of knowledge is context 
specific (Willig, 2008).
Thus, new alternative approaches claim to create distance from orthodox practice and its 
reductionist tendencies. A critically minded scientist would ask: is this the case and 
within which research paradigm could one be well equipped to scrutinise such alternative 
accounts of voice hearing experiences?
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A critical view on alternative methods -  the necessary turn to language
As previously argued, a variety of perspectives need to be accepted when approaching 
‘voice hearing’, but not uncritically, rather these perspectives (e.g. the notion of ‘hearing 
voices’ as opposed to ‘auditory hallucination’) need to be understood as emanating from 
the dynamics of language, or ‘discourses’:
if  the first step in the ‘new approach’ to voice hearing is the acceptance of the 
reality of voices, it follows that a person’s individual frame of reference 
should be accepted and valued -  whether it be telepathy, cognitive science, 
or spirituality. This however is not an ‘anything goes’ relativism but what we 
might call a democratic criticality. These frames are ‘discourses’ in the sense 
that they are not static, that they constitute regimes of power, whilst this 
‘power is defined, not mechanically, but within processes of change
(McLaughlin, 2000, p. 9)
Hence discourses do not operate independently of society, of institutions, or of political 
agendas; they are created and embedded with intentions. Attention to processes of 
change in language can give us clues not only to the varieties of discourses employed by 
psychological research, but also to the effect these have in their production of certain 
‘truths’ (Potter and Wetherell, 1987). When studying the phenomena of ‘voice hearing’, 
and indeed most phenomena under ‘scientific’ scrutiny, there is a tendency to revert to 
either orthodox (quantitative) research epistemologies or qualitative. What is lost in such 
dichotomized analyses is an appreciation of the discursive transformations and variations 
that occur.
An effective way of avoiding attention to the inconsistencies and transformations of 
discourses is to pretend ‘reality’ is fixed or ‘static’. The ‘medical model’ (Boyle, 1990) 
has played an important role in creating static discourses, using ‘cognitivist’ (Potter & 
Wetherell, 1987) and ‘psychiatric’ (Parker, 1995) language to “study and classify what is 
out there, in individuals’ minds and bodies, in a neutral and objective way” as if 
“language is a neutral and transparent means of observing reality” (Parker, 1995, p 93). 
Some have argued that the taken for granted nature of language has led to a general 
unwillingness of psychologists and psychiatrists to examine their underlying assumptions
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and logical consistencies of their theories and interventions (Lilleleht, 2005). With this 
argument in mind, it is important to scrutinise the production of alternative research. An 
effective way to do this is by paying attention to the discourses employed by such 
authors. Critically evaluating research production is an important enterprise for 
psychology in general, and counselling psychology in particular.
Counselling psychology and qualitative research
Walsh and Franklan (2009) point out that one of the major themes pertaining to the 
enterprise of counselling psychology, as presented by contributing authors on a series of 
Special Editions in the Counselling Psychology Review, is that counselling psychologists 
“relate how they work and the decisions they make to the literature and to the evidence -  
often doing evidence based work from work-based evidence” (p. 1). Indeed, when I write 
client study reports as a counselling psychology trainee I am encouraged to demonstrate 
“a knowledge of the research evidence on process and outcomes of psychological therapy 
relevant to counselling psychology” and a knowledge of “theories of psychopathology 
and of change and the ability to engage with these aspects of a client’s presentation” 
(PsychD Psychotherapeutic and Counselling Psychology, 2008). Moreover, peer- 
reviewed journals are said to constitute a significant source of information for scientists 
and practitioners (Tenopar & King, 2002). Thus, as Counselling Psychologists leam, train 
and later practice, they will routinely refer to research publications in order to inform 
their practice.
According to the British Psychological Society (BPS) Division of Counselling 
Psychology guidelines (BPS, 2005) counselling psychology "draws upon and seeks to 
develop phenomenological models of practice and enquiry in addition to that of 
traditional scientific psychology" (p. 1) and seeks to:
"engage with subjectivity and intersubjectivity, values and beliefs [...] to 
respect first person accounts as valid in their own terms; to elucidate, 
interpret and negotiate between perceptions and world views but not to 
assume the automatic superiority of any one way of experiencing, feeling, 
valuing and knowing" (p. 2).
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This philosophy lends itself to the use of ‘qualitative research methods’ as described 
earlier in this paper. Hence counselling psychologists are likely to be drawn into 
searching for evidence outside of the ‘normal’ (Khun, 1997), or orthodox, sciences and 
revert to qualitative approaches.
As far as the literature review conducted for this project can tell, there are no discourse 
analytic studies researching qualitative papers’ construction of people who hear voices. 
Hence, it is the aim of this paper to analyse qualitative research publications published in 
distinguished journals using discourse analysis. I will be questioning how these papers 
construct the experience of individuals who hear voices. This study shares with other 
discursive approaches a “common attention to the significance and structuring effects of 
language” (Burman & Parker, 1993, p. 3). Language is seen to construct particular 
versions of ‘social reality’ as well as achieving certain ‘social objectives’ (Willig, 2008). 
People using discourse analysis are highly suspicious of what can be said to exist outside 
of language; if language structures and constructs ‘reality’ then there can be no 
‘objective’ view of this reality. Thus, in contrast to what orthodox science would aim to 
achieve this study is not aiming at verifications or rebuttals of the authors’ attitudes and 
attributions towards the phenomena of hearing voices — but rather a focus on the way in 
which they structure and construct the phenomena itself through language.
It is important to acknowledge that this approach by no means ignores, diminishes or 
neglects the potential effects, positive as much as negative, that can accompany certain 
psychological phenomena such as hearing voices. Whilst the discourse analyst is not out 
to deny that ‘anything real exists’, or stop what Foucault ([1961] 2007) called the 
‘ordering’ of things, the important question for a discourse analyst is: what are the 
consequences in cultural life of placing concepts such as ‘hearing voices’, ‘auditory 
hallucination’ or ‘psychosis’ into motion?
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Given that this study is concerned with ways in which qualitative research papers 
construet people who hear voices and their voice hearing experiences, the research 
question as I understood it from a discourse analytic perspective was:
How are alternative (to orthodox scientific psychology), qualitative accounts of voice 
hearing experiences and those who hear them, construeted?
This question allowed me to create two main discursive objects, which were ‘the 
individual’ who hears voices and ‘the voice’. Focusing on these two discursive objects I 
hoped would enable me to progress through the various steps of analysis without loosing 
sight of the research question.
Method
Five journal artieles concerned with voice hearing experiences and with relevance to 
therapeutic practice were selected. Publications from 2004 and onwards were selected 
amongst authors based in the UK. The rationale was to have a relatively contemporary 
and loeal representation of qualitative research discourses. There is, however, no 
assumption that authors using qualitative research who are based in the UK will write 
consistently from the same positions. Indeed, the authors may have a range of different 
ethnie baekgrounds, professions and identities from which they might position themselves 
through out the texts.
On the basis of this criteria some papers, which were relevant to the topic, but lacked an 
explicitly qualitative methodology and philosophy, had to be excluded such as Mcleod, 
Morris, Birchwood and Dovey’s (2008) case presentation on group Cognitive 
Behavioural Therapy for voice hearers. The following papers were chosen:
Chin, J., T., Hayward, M., & Drinnan, A. (2009). ’Relating’ to voices: Exploring the relevance of 
this concept to people who hear voices. Psychology and Psychotherapy: Theory Research 
and Practice, 82, 1-17.
Uses Interpretative Phenomenological Analysis
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Hirschfeld, R., Smith, J., Trower, P., & Griffin, C. (2005). What do psychotic experiences mean 
for young men? A qualitative investigation. Psychology and Psychotherapy, Research and 
Practice, 78, 249-270.
Uses Grounded Theory
Legg, L., & Gilbert, P. (2006). A pilot study of gender of voice and gender of voice hearer in 
psychotic voice hearers. Psychology and Psychotherapy, Research and Practice, 79, 517- 
527.
Uses Thematic Content Analysis
Newton, E., Larkin, M., Melhuish, R., & Wykes, T. (2007). More than just a place to talk: Young 
peoples’ experiences of group psychological therapy as an early intervention for auditory 
hallucinations. Psychology and Psychotherapy: Theory Research and Practice, 80, 127- 
149.
Uses Interpretative Phenomenological Analysis
Thomas, P., Bracken, P., & Leudar, I. (2004) Hearing Vocies; a phenomenological- hermeneutic 
approach. Cognitive Neuropsychiatry, 9, 13-23.
Uses a phenomenological- hermeneutic approach
The analysis was mainly guided by Parker’s (1992) and Potter and Whetherell’s (1987) 
ideas of discourse analysis and thus constituted a relative micro type of language analysis. 
However, as pointed out by Walton (2007) and Willig (2008), it is important to recognize 
that when working towards engaging with discourse analysis, levels of analysis that are 
common to a variety of forms of discourse analysis would necessarily be worked through. 
Moreover, as Burman and Parker (1993) note, despite attempts to ‘set out how to do’ 
discourse analysis, there are a variety of approaches all with different philosophical 
angles. Limited space does not allow discussion of these epistemological questions. I 
hope to convey in the next paragraphs and through out the paper an opermess and 
transparency of the way in which I set out to read the texts.
In analysing these texts, I was never really interested in the author’s perspective, their 
attitudes, or indeed if  any of their ‘findings’ ‘revealed’ something about people’s 
‘cognitive processes’ or other psychological phenomena. As Potter and Wetherell (1987) 
remarked, I had to approach the authors’ discourses “in their own right” (p. 161). The 
general ideas of the papers were not important, but to get into fine distinctions, the details, 
the discrepancies and the contradictions (Potter & Wetherell, 1987).
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This is a great challenge with discourse analysis as most of us have a life habit of making 
meaning and reconstructing what we hear and read in such way that it makes sense to us. 
Thus, I had to invariably remind myself of this and constantly ask myself ‘Why am I 
reading the passage in this way’? ‘What features produce this reading’? Whilst reading 
and re-reading the research papers I attended to the following questions: ‘Why is this 
particular sentence here’, ‘What might this particular sentence be doing?’ and ‘What 
discourses are being invoked in this sentence?’
Personal Reflection
The theme ‘hearing voices’ has followed me through out my three years as a counselling 
psychology trainee. The first year with a literature review on the therapeutic relationship, 
the second year with an investigation into how practitioners perceive the therapeutic 
relationship, and in my final year in this project on how researchers construct voice 
hearers in qualitative research papers. Following up fi'om the second year project where 
practitioners’ lack of opportunities to reflect about their work with voice hearers was 
highlighted, I had for this third year’s project initially intended to record mental health 
practitioners’ supervision sessions. However, due to a lengthy ethic approval process and 
logistical complications in finding participants I had to carefiilly re-think the project 
focus. After much deliberation upon alternative projects with my supervisors, including 
the consideration of pursuing interviews with former service users and analysing 
cognitive behavioural texts or autobiographies on voice hearing, light was shun upon the 
fact that there seemed to be no monitoring of how alternative accounts of voice hearing 
were being constructed. Hence the arrival at the current project was not straight forward. 
In the process of uncertainty and re-thinking there has been room for questioning and 
self-reflection. What is it that drives me to pursue this particular topic?
Previous self-reflections (in my second year project) touch upon my own childhood 
experiences as well as my experiences as a support worker in psychiatric institutions as a
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driving force in pursuing this topic. This year, my experiences with voice hearers have 
been enriched as I co-facilitated a coping with voices group and I have seen service users 
who experience voices in therapeutic context. I maintain, as I have throughout my 
training, that the experience of stigma and mental health services (i.e. receiving [multiple] 
diagnosis, hospitalisation, alienation from family and people in society, sedative 
medication, etc) often is the most debilitating aspect I encounter in individuals’ 
experiences. For me, approaching ‘voice hearing’ as voice hearing, and not ‘psychosis’ or 
‘schizophrenia’, continues to be a radical way of highlighting and countering the 
dominant psychiatric language and practice.
Using a methodology which highlights language and its purposes seemed to be the right 
choice. However, reading a text in ‘its own right’ as suggested by discourse analysis was 
a difficult feat. Taking a chunk of text out of its context and analysing it evoked a fear in 
me of not giving justice to the entire text, to the service users who expressed themselves 
within the text, and to the well meaning of authors who contribute to the development of 
therapy with this otherwise often neglected phenomenon (neglected in terms o f being 
considered for therapeutic intervention). I had to come to terms with the philosophy of 
discourse analysis, which does not permit speculation about the authors or service users 
as individuals or about the reality of their experiences. Instead, I had to focus on the 
words and phrases they drew upon when they constructed the experience of hearing 
voices. Being able to say “these words here, used in this way, seem to assume that ..." 
was liberating.
However, whilst trying to read about and engage in discourse analytic groups at 
university, I have to concur with Walton (2007) that doing discourse analysis seems to be 
less to do with following particular steps than with “achieving a familiarity with and 
fluency in the use of the analytic concepts relevant to the various forms of discourse 
analysis” (p. 117). It is debatable whether I have achieved such fluency within this 
project. Moreover, doing discourse analysis seems to be as much to do with the use of
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analytic concepts in the presentation of findings as it has to do with using such concepts 
within the analytic work.
Nevertheless, the benefits of engaging in discourse analysis have surpassed the purpose of 
analysing and writing up this research and served me well in the most surprising of ways. 
Not long ago I was able to point out to a total stranger who chose to argue with me that he 
was using subtle and implicit racist discourse to position me as inferior (e.g. “in this 
country we”...). Realising what his words were trying to achieve, gave me a sense of 
control and choice as to how to react to this gentleman. A discussion that could have 
escalated out of proportion, ended up with me feeling intact, able to argue my position, 
and him having to acknowledge and reflect upon the potential effects of his words and 
what this meant for him (I certainly gave him some suggestions which seemed to mute his 
otherwise aggressive tone!). Similarly, engaging in discourse analysis has enabled me to 
listen more carefully to what clients are achieving with the words they choose to speak, 
and to think of ways in which these words have become available in their vocabulary. 
Very often when hearing the words T am ill’, T have schizophrenia and therefore . . . ’, T 
hear voices I am a loony’ I can think of what is being achieved and which powerful 
institutions have provided such vocabulary for people to use, allowing interesting venues 
to be explored.
The production of this research paper has allowed me to engage in depth with five 
qualitative papers allowing me a privileged familiarisation with the theories and the 
accounts of voice hearing experiences. It has also served me well as a tool to think 
critically about how words and language is used.
Analysis
A variety of constructions were employed in relation to the two discursive objects of 
focus; the experience of ‘hearing voices’ and ‘the individual’ who experiences hearing 
voices. The variety of constructions made up an interesting variability (Potter -&
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Wetherell, 1987): an interesting difference of the accounts of voice hearing within the 
texts.
I identified two dominant discourses, ‘person-centred’ and ‘empiricist’. The person- 
centred constructs resemble Mitchell’s (2007) ‘patient-centred’ repertoires as applied by 
senior medical consultants’ construction of medical expertise. Mitchell (2007) defines 
‘patient-centred’ discourses as drawing on philosophical discourses of individualism and 
holism. The person-centred discourse is an implicitly moral discourse, which constructs 
the authors as ethical researchers who take his/her research endeavour to represent the 
individual seriously.
The ‘empiricist’ discourse was often used in opposition or in conjunction to person- 
centred discourse and positions the authors as experts constructing participants’ 
experiences according to a priori determined categories. Craven and Coyle (2007) defined 
‘empiricist repertoires’ in their study on counselling psychologists’ talk about 
psychopathology as: “modernist notions and assumptions regarding such basic issues as 
‘reality’, ‘knowledge’, ‘science’, psychological ‘disorders’ and their ‘cure’, together with 
the principles of modem science implicit in contemporary psychology” (p. 239) and I 
would add psychiatry. The ‘empiricist’ repertoire category was previously identified by 
Harper (1995) to describe when psychiatrists and psychologists viewed psychiatric 
disorders as “objective entities which are diagnosed according to certain signs and which 
have certain courses and which then lead to certain psychological interventions” (p. 352). 
It has also been described by Walker (2007) as ‘scientism’. He describes it as a 
phenomenon where reason and rationality are mistakenly applied to human beings in 
order to reductively ‘nail down’ ‘objective’ tmths about them.
I wish to display enough contextual evidence, with short quotes and extracts from the 
main body of texts, of the constmctions consistent with person-centred and empiricist 
discourse. I will also present longer excerpts to illustrate the constmctions in
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‘combination and contradiction’ and discuss in more depth about the possible discursive 
funetions.
Hearing voices
Person-centred Discourse
The experience of hearing voiees was commonly constructed as ‘hearing voices’ or as
people experiencing a ‘voice’, often giving the sense of an ‘other’ ;
... Peg Davies ... heard voices (Thomas et al., p. 15, line 91)
There seem to be voices that issue warnings (Legg & Gilbert, p. 524, line 295).
In this excerpt the participant described playing with knives in response to 
voices...(Hirshfield et al., p. 256, line 254)
...this change in explanation has enabled her to ignore the voices (Newton et al., p. 140, 
line 584)
Chin et al. embedded participants’ own words in their construction of the experience of 
hearing voiees: “Most participants described their voice as sounding like ‘a real voice’ (George), 
with the ‘different voices and different tones’ (Michael)” (p. 6, line 220). When using these 
construetions the texts in general, and Chin et al.’s in particular, gave a strong sense of 
‘authenticity’ to their own aceounts positioning themselves as holistic and person-centred.
Chin et al. and Thomas et al.’s main body of text constructed the voiees as an ‘other’ in a 
particularly consistent way:
her experience of Alan’s voice (Thomas et al., p. 20, line 294)
“her relationship with Alan emerges in her relationship with his voice (Thomas et al., p. 
21, line 328)
[...]; now his words are negative (Thomas et al., p. 21, line 330).
The construetion of the voiee as an ‘other’ was furthermore partieularly evident in Chin et 
al.’s paper. They deseribe participants ‘voices’ as having; agency and awareness; ... “The 
voice’s apparent awareness of the hearer’s weaknesses” ..., (p, 8. line 312); intentions; ... “it
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seemed that any control, no matter how tenuous, allowed them, rather than their voices, to be in 
command” (p. 8, line 278); and their own will; ... “explore ways of asking the voice to 
substantiate some of its claims and allegations” (line 550). Indeed, the authors state that this is 
how their partieipants described the voiees: “... the voice was described [by participants] as 
having; intentions” ... and “ ... emotions” (p 7, line 347) and they described their “experience 
of the voice as an ‘other’” (p. 7, L 254). Henee the text uses a person-centred discourse, 
which feels representative of the partieipants’ aceounts.
Empiricist Discourse
Discursive construetions surrounding voices as ‘hallucinations’, as ‘psychosis’, as 
‘schizophrenia’, and as ‘psychotic symptoms’ were notable in Legg and Gilbert, 
Hirschfeld et al. and Newton et al.’s texts and more subtle in Thomas et al. and Chin et 
al.’s texts. The notable empirieist diseourse is illustrated in the following exeerpts:
Auditory hallucinosis is a common and distressing symptom of psychosis
(Legg & Gilbert, 2006, p. 517, line 17)
A elear empirieist, psychiatric discourse is applied construeting the experience of hearing 
voiees as a ‘symptom’ of ‘psychosis’. Similarly to psychiatric discourse the qualitative 
texts paid exclusive attention to ‘defieits’ or ‘pathology’:
The experience of auditory hallucinations (hearing voices) is often extremely 
distressing. It has been found to have a negative effect on quality of life, to 
contribute to depression, anxiety and low self-esteem, and to increase the risk 
of suicide or self-harm
(Newton et al., p. 129, line 90)
It is interesting to note the braeketing of “(hearing voices)”, thus prioritising the 
empirieist ‘auditory hallueination’ over the person-centred eonstruet of ‘voices’. The 
construetion of ‘hallueinations’ is here akin to a virus with inherent destructive properties, 
whieh have eausal effeet on depression, anxiety, low self-esteem and increases suieide 
risk. Depression, anxiety, and other problems sueh as suieide were often constructed as
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being ‘caused’ by voiees. There is an exelusion of other possible discourses such as the 
idea that (worsening of) ‘quality of life’, ‘depression’ and ‘anxiety’ ean be catalysts to the 
experienee of hearing voices (e.g. Romme & Eseher, 2000), whieh in turn ean create 
diffieult distressing experienees. It also exeludes possible discourses within which voices 
can be viewed as positive (Romme and Eseher, 2000).
In the introduetion it was diseussed how orthodox scienees reduced the experienee of 
hearing voiees utilising language, which is taken for granted as a descriptor or ‘true’ and 
‘objeetive’ abnormalities in people’s brains or genetie make up. Such discourses ean be 
used to legitimise pharmaeological treatment for voices, which are the current priority for 
‘treating’ distressing voiees (Monerieff, 2007; Wykes, 2004). By reducing the experience 
of hearing voiees to a single ‘entity’ or ‘thing’, whieh seems to exist on its own, the 
present qualitative texts often eonstructed the experience of hearing voices in a similar 
vein: “auditory hallueinations themselves appear to be little affected by individual CBT” 
(p. 129, line 138, italics added). The word ‘themselves’ indicates a elear construetion of 
the ‘hallueination’ as an independent ‘objeet’ whieh ean be targeted with CBT. Thus, by 
reducing ‘auditory hallucinations’ to an exclusive category, the text produces a 
compelling case for therapeutie intervention.
The construction of hearing voices and ‘psyehosis’ as an ’illness’ was also alluded to 
implicitly in the texts. This was done so by the absence of rather than referenee to the 
causes or assumptions behind the eoneepts of ‘psyehosis’. The following exeerpts are 
taken from the Method seetions where authors reveal inelusion eriteria for participants:
Those with organic psychosis or psychoses linked to major substance misuse were excluded (Legg 
& Gilbert, p. 519, line 125).
They did not have a psychosis due to dementia or the misuse of substances (Chin et al., p. 4, line 
141).
... auditory hallucinations were not the result of an organic disorder, or of primary substance 
misuse (Newton et ah, p. 131, line 225).
If participants’ ‘psychosis’ is not due to ‘dementia’, ‘organic disorder’ or ‘substance 
misuse’ then what is their ‘psychosis’ due to? Newton et al.’s quote claims that the 
‘hallucinations’ of participants where not the result of an ‘organic disorder’ or ‘substance
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misuse’, which leaves the reader to assume that the ‘hallucinations’ were the result of 
another ‘disorder’ -  presumably the disorder of ‘psychosis’. Similarly, the first two 
quotes omit any reference to what caused the psychosis, and include only reference to 
what did not cause the psychosis. Hence, one is left assuming that there is another, taken 
for granted, cause of ‘psychosis’ -  presumably the empiricist notion of psychosis as a 
‘mental illness’. This is also implicitly achieved by constructing voice hearing experience 
as ‘thing’ (a ‘symptom’ or ‘psychosis’) which exerts influence on people. Authors write 
about “changes that psychosis meant” (Hirschfeld et al., p. 265, line 610) for participants, 
and the “impact of psychosis” (Hirschfeld et al., p. 265, line 616) or “symptom-onset” 
(Newton et al. p. 1, line 3) for individuals and how therapy can help people to “recover 
their life outside of psychosis” (Hirschfeld et al., p. 265, line 624).
Newton et al.’s. frequent reference to ‘auditory hallucinations’ and words such as ‘onset’ 
(‘onset of psychotic symptoms’, p. 132, line 229) suggests a reductionist medical 
discourse whereby participants accounts are a priori constructed as an illness. A more 
detailed look at Chin et al.’s implicit construction, partially mentioned above, illustrates 
the rhetorical use of factual language to construct hearing voices as an illness. Located in 
the Procedure section of their paper:
They were in receipt of clinical care from one of three community mental 
health teams; they did not have a psychosis due to dementia or the misuse of 
substances; they were fluent in English
(Chin et al. p 4 , line 141)
By situating psychosis in a context of real life facts such as ‘care teams’ and ‘English’ 
language, the term psychosis is treated un-problematically as a fact or granted category. 
This quotation also contained a three-part list (Jefferson, 1990), a rhetorical appliance that 
facilitates the persuasiveness of an account.
Another rhetorical tool, extreme case formulation, is used in Legg and Gilbert’s 
text to construct a particular version of male voices:
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Shame- insulting versus helpfulness of any voice
Of the 19 who heard male voices 18 reported that the voices were insulting.
In other words, male voices engage in insults and put-downs. In the case of 
female voices, for 8 out of 10 men and seven out of seven women, the voice 
was insulting. In regard to helpful male voices 8 out of 10 men and 4 out of 9 
women heard a helpful male voice. When the Voice was female it was 
helpful for seven out of nine men and four out of seven women.
(p. 522, L 215-220)
In this extract the disembodied statistics are complex and confusing, making it difficult to 
discern any meaning from the numbers and combinations. The ‘insulting’ male voices 
stand alone in being represented by an overall statistic (of 19 participants who heard male 
voices, 18 reported voices being insulting). The insulting male voices are the only 
category being commented upon with an absolute statement: “In other words, male voices 
engage in insults and put-downs”. The statistics depicting female voices and ‘helpful’ 
voices are fragmented down making it less obvious that, for instance, out o f the 18 people 
who heard female voices 16 reported ‘insulting’ voices, and that out of the 19 who heard 
male voices 12 reported hearing ‘helpful’ voices. Three rhetorical actions are used to 
enhance the negativity of male voices: 1. There is an absence of commentary on 
‘insulting’ female and ‘helpful’ male and female voices; 2. There is a double emphasis on 
‘insulting male voices’ by using an overall-statistical representation and by situating them 
first in the text; 3. A fragmentation of statistics covering female ‘insulting’ voices and 
‘helpful’ male and female voices makes it difficult to discern meaning from the numbers. 
All contribute to an ‘extreme case’ formulation (Pomerantz, 1986) -  a rhetorical feature 
that increases the persuasiveness of an account -  in this case highlighting the ‘insulting’ 
male voices to the expense of ‘female insulting’ voices and female and male ‘helpful’ 
voices.
The extract is an example of how Legg and Gilbert use empiricist discourse to construct 
voices as primarily ‘insulting’, whilst neglecting other possible constructions (e.g. voices 
as helpful or female voices as ‘insulting’). Indeed, there is no further mentioning o f the 
‘helpful’ aspect of voices despite the reports that many people did. The authors state that
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their study could continue to expand the “current classification of voice topology’ in particular 
the ‘nature of insults, the importance of distinguishing between sexual and non-sexual 
derogations, the experienee of ‘warnings’ by a voice (possibly linked to a more paranoid 
concern)” ... (p. 525, L 335-357). In page 525, the following extract explains the gains of 
focusing on the ‘insulting’ aspect of voices:
Insofar as these voices are experienced as demeaning, devaluing and 
indicating limitations on aspiration, they fit with the dynamics of social rank 
theory (Gilbert, 1992) and recommend themselves for specific focus in 
psychotherapy (Byrne, Trower, Birchwood, Meaden, & Nelson, 2003)”
(lines 368-371).
The accounts of voices in this study have been constructed in a way which gives a 
‘perfect fit’ to pre-existing psychological theories (e.g. evolutionary theory, or ‘social 
rank theory’), thus creating a ‘topology’ in which voice hearing experiences are 
predictable and classified into distinct universal categories. It serves to champion and 
legitimise the case for certain psychological interventions that can ‘target’ certain 
categories of voices. Although never explicitly referred to in the excerpt, the cited 
recommended journals for ‘psychotherapy’ (e.g. Byrne et al., 2003) are CBT oriented 
papers. Further discussion of the consequences and wider social contexts within which 
these discourses are practiced will be discussed below.
Qualitative texts employ a variety of linguistic constructions to create empiricist 
discourse that produce a certain reductionist view of the phenomenon of hearing voices.
I will now give three other examples of implicit ways in which discursive actions 
contributed to empiricist accounts. These discursive actions superimposed 
psychiatric/psychological discourse on references that primarily use person-centred 
discourse. For example, Legg and Gilbert refer to Romme’s (1998) publication with the 
original title of “Listening to voice hearers”:
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... Romme (1998) noted that some voice hearers can experience auditory 
hallucinations positively
(2006, p. 517, line 23)
By super-imposing ‘auditory hallucinations’ onto Romme’s person-centred discourse the 
authors give priority to an empiricist discourse. The following two excerpts are 
illustrations of how authors construct participants’ accounts with empiricist discourses. 
Using an atheist repertoire Chin et al. use empiricist discourse to construct participants’ 
experiences of voices as ‘Power’ related (Power being a subtheme in their analysis 
section). The line of interest for this example will be highlighted in bald:
Power
The experience of feeling subjugated and ‘constantly trampled by (the 
voices)’ (Ulrika) was a recurrent theme for all participants. Voice power was 
implied by attributing ‘powerful’ abilities to the voice: ‘well he, sort of 
experiments on me, you know, I get body pains’ (Gail), by associating the 
experience with authoritarianism in the dominant culture: ‘I believe it’s 
God putting the voice there as a warning to what’s coming’ (Nathan) and 
by weaving in social practices.
(p. 8, lines 279-289).
In this excerpt, Nathan talks about ‘God’, and Chin et al. construct Nathan’s relationship 
to ‘God’ as that of a relationship to an ‘authority’. This construct potentially denies other 
possible constructs and meanings, which Nathan might or might not have in relation to 
‘God’. This represents a reductionist instance where participants’ accounts are fitted into 
a category of ‘power’.
In the next excerpt Hirschfeld et al. present their analysis of participants’ accounts, and 
provide an overarching category of ‘Experience of Psychosis’, with a subordinate 
category of ‘Uniquely psychotic phenomena’:
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Experience of Psychosis 
[ • • • ]
Uniquely psychotic phenomena
Participants described their experience of psychotic phenomena using terms 
like ‘voices’ [...] instead of being able to take basic aspects of daily living 
for granted they found themselves being suspicious and feeling unsafe, (p.
255, lines 227-233)
If we elassify an experienee as ‘uniquely psychotic’, is the assumption that we will find -  
not so unique, or ‘non-specific’ psychotic phenomena elsewhere? This question is not one 
I can answer but it highlights the way in which reduction and categorisation is achieved 
based upon un-visited assumptions. Throughout their analysis, the construction of themes 
sueh as ‘Uniquely psychotie phenomena’ embeds and restricts any consequent account of 
participants within a psychiatric/psychological discourse. Thus participants in Hirshfeld’s 
et al.’s study use terms like ‘voices’ but it is understood that they are in ‘reality’ 
experieneing ‘psychotie’ phenomena. Just like ‘voices’ become an exclusive and 
‘uniquely’ a ‘psychotic’ experience, so does “being suspieious” and “feeling unsafe”. 
Voiees are constructed as a highly spécifié, categorised experience with a number of 
specified responses. Indeed, ‘psychotic experiences’ (including hearing voices) are 
constructed as unrelated, detached, and distinct from ‘mental’ and ‘emotional’ 
experiences:
The young men’s immediate expression is bound up with the mental and 
emotional experience of psychosis, as if the two aspects of experience are a 
single knot of experience”
(p. 257, line 285).
When voices are treated as a physieal element, part and parcel of a ‘psychotic illness’, 
other phenomena ean be positioned in relation to it. Thus, the experience of ‘psychosis’ 
(i.e. voiees) is fundamentally a different ‘aspect’ of experience in relation to other 
‘mental’ or ‘emotional’ experiences. By using ‘as i f  it is implieitly assumed that the ‘two 
aspeets of experienee’ cannot be ‘a single knot of experience’ - creating a compelling
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case for stark dichotomies between ‘psyehotic phenomena’ (voices) and other types of 
‘phenomena’. It was not uncommon to find such constructions in the texts:
... reducing isolation and loneliness, which are some of the secondary
emotional consequences of psychotic illness.
(Newton et a l, p. 143, line 724)
The experienee of ‘psychotic illness’ is here positioned as a ‘primary’ or ‘original’ point 
of reference. ‘Isolation’ and ‘loneliness’ are consequenees of the illness, henee hearing 
voices are positioned as exclusive, separate, objective ‘entity’ in relation to other 
experienees. By using “secondary emotional eonsequenees” a sense is conveyed that 
emotions can be categorised (primary, secondary, etc) and positioned as separate from 
‘psyehosis’, excluding the possibility that, for instance, isolation and loneliness, ean lead 
to or be intrinsic part of the experienee of hearing voices.
In this section I have shown extracts of selected texts,whieh position the experience of 
hearing voiees within a particular empiricist discourse. Often the experiences are redueed 
to a priory determined categories, which are not only clearly distinguishable from other 
experienees, but also often constructed as causing other ‘emotional’ experiences. This is 
an effective way of reinforcing the idea of voice hearing as an ‘illness’. Through utilizing 
language and constructing voice hearing experiences that emphasize multiple levels of 
division, these qualitative texts seem to reflect the assumption that, when it comes to 
voiee hearing experiences, what eounts are those aspects of experience that can be 
redueed to their most basic level. This seems to stand in direet contrast to the rhetoric of 
intent, which focuses on holistic representation of voiee hearers. And the potential 
consequence of this divisive discourse? The texts original intent, or goal (to represent the 
voice hearing experiences within individuals frameworks) is in danger of becoming lost 
in an excess of categories; primary and secondary emotions, voiees in power domains, 
uniquely vs. regular ‘psychotic’ experiences, male (insulting/helpful) vs. female 
(insulting/helpful), etc. On the other hand, these reduetionist consequenees give clear
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advantages to certain types of ‘interventions’, such as CBT, which can target these 
categories of experienee.
The individual
Person-centred discourse
The following examples from Thomas et al.’s paper represent a commonly used person- 
centred diseourse when describing the individual who experiences voiees, which was 
found in all five papers:
-  ‘those who hear voices’ (p. 13, line! 3)
-  ‘Voice hearers’ (p. 13 line 20),
-  ‘person who hears voices’ (p. 14 line 28),
-  ‘Sue ... a 46-year old woman with three children’ (p. 19, line 256)
Chin et al. were alone in using the term ‘hearers’. In Chin et al.’s paper there is a Table on 
page four in which the people who participated in the study are said to have been “Given 
diagnosis: residual sehizophrenia” (line 154). This implies a notion that these people have 
‘been given’ this diagnosis by someone, therefore staying within a person-centred 
diseourse as the individual is not ‘locked’ within a label. Chin et al. often constructed the 
individuals who partieipated in a way which emphasised their strength:
Describing the voice as attempting (rather than attaining) control allowed the 
participant to retain a sense of their own mastery. Participants were in fact 
able to establish mastery over the experience at times.
This study suggests that greater emphasis could be given to the effectiveness 
of the strategies that are already employed by the hearer in managing their 
voice
(p. 13, lines 525-526)
This was also evident in Hirschfeld et al. and Newton et al.’s constructions of 
participants:
... the young men described profound changes in themselves and their 
relationships [...] They also described profound experiences of growth and 
development where their confidence and understanding had blossomed.
(Hirschfeld et al., p. 265, line 609)
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.. .participants valued the positive emotional impact of meeting other young 
people who hear voices [...] they also perceived their role within the group 
as helping those who were coping less effectively than themselves.
(Newton et a l, p. 135, line 390)
In these excerpts the text produces accounts of individuals as caring, compassionate and 
with qualities that give a sense of the author’s holistic view of participants.
Empiricists Discourse
Authors often positioned the individuals who hear voices as ‘participants’, ‘patients’ and 
‘service users’. Legg and Gilbert frequently use the word ‘patient’: “We asked patient’s 
about their feelings in association with the voice” (p. 524, line 314). Newton et al. 
produced the only text in which the expression “our service users” (p. 130, line 179, 
repeated in line 186) was used. This terminology constructs a clear dichotomy between 
‘us’ and ‘them’ with imbued meanings about the ‘professional’ who delivers knowledge 
and the recipient ‘patient’ or ‘service user’ who is to gain and recover from such 
knowledge.
The individual who experiences voices was often constructed in such a way that they 
fitted a distinct and unique category of ‘people’, which are prone to certain behaviours 
and emotions. For example, depicting young men with ‘psychosis’ as particularly prone 
to suicide and with low chances of ‘making it in life’:
Auditory hallucinations in adolescence have been associated with increased 
risk of downwards socio-economic shift, depression and suicide in later 
years, and several studies have observed that the likely vocational and 
psychosocial outcomes for this group are generally poor.
(Newton et a l, p. 129, line 125)
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Here an empiricist discourse is established by connecting a causal relationship between 
‘auditory hallucinations’ and ‘psychosis’ with depression and suicide. This is achieved 
through a number of rhetorical effects: It uses a reductionist discourse whereby there is a 
focus on individuals at the expense of socio-economic and political contexts. For instance 
‘auditory hallucinations’ are seen as ‘causes’ to; their “own downwards socio-economic 
shift” whilst wider political and social-economic contexts that have material effects are 
ignored (Nelson & Prillentensky, 2005); “depression” whilst the political, economic and 
social changes (e.g. deregulation of markets, welfare cuts and dismantling of state 
planning and power), which are involved in a historically increasing pandemic in 
depression (Walker, 2007) are ignored; and “suicide” whilst continuous historical 
increment of suicide amongst young males on a mass scale in the general UK population 
(Gunnell, Middleton, Whitley, Dorling, & Frankel, 2003) is ignored. Moreover, the effeet 
of stigma on all these domains are not considered (e.g. Read & Haslam, 2003). The 
individual is thus constructed as belonging to a particular category of people who are 
under the affliction of an ‘illness’, which causes a series of negative symptoms. This in 
turn hinders the individual to be part of society. Meanwhile societal, political and cultural 
factors are ignored creating a discourse which resembles the above mentioned orthodox, 
medical scientific discourses that reduee symptoms to the individual domain.
The following excerpt from Hirschfeld et al.’s analysis of their participants’ accounts 
illustrates a way in which extreme case formulation is deployed as a rhetorical tool to 
construct an individual who is fundamentally different to other people:
Experience of psychosis [The main theme]
Experiencing emotions [Sub-theme]
All the participants described extremes of emotion experienced at the same 
time as psychotic phenomena. In Extract 1 the participant implied and 
emotional state o f insecurity and fear. Participants were also explicit about 
the extreme feelings that accompanied their psychotic experiences.
Extract 2
PI I started playing with knives, and stuff like that as well.
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I Hmm, what made you start playing with knives?
PI ... dunno ... I heard voices telling me to kill people ... I didn't hurt 
nobody though, just stabbed the wall... to get my anger out.
In this excerpt the participant described playing with knives in response to 
voices commanding him to kill people. The seemingly external voices are an 
experience outside of his ordinary realm of experience, which could even 
make him consider hurting others. He did not want to hurt anyone despite 
commands to the contrary; instead he stabbed a wall in a cathartic expression 
of anger that accompanied his experience of these voices.
(p. 256, lines 245-258)
The overarching theme of ‘Experience of psychosis’ sets the a priori classified 
experience, imbued with empiricist notions, upon which the remainder of participants’ 
accounts will be judged against. As such, the ‘Experience o f psychosis’ theme is 
constructing the individual, and all that he expresses, as if under the influence of 
‘psychosis’. As reviewed earlier in the analysis of the first discursive objeet (‘voices), the 
first sentence in the above excerpt dichotomises ‘emotions’ and ‘psychotic phenomena’ 
as two distinct objects. This allows the authors to elaborate on ‘emotions’, which are 
caused by ‘psychosis’. Moreover, participants’ accounts of “insecurity” and “fear” and “I 
heard voices telling me to kill people” and “to get my anger out” are constructed as “extremes 
of emotion” -  which accompanied the psychotie experiences. There is an implicit 
construction of the individual as a ‘psychotic’ person who beeause of that ‘psyehoticism’ 
experiences ‘extreme emotions’. This extreme case formulation as a rhetorical device has 
been highlighted by Read (2004):
Any behaviour can be transformed into a symptom of mental illness simply 
by an expert decreeing it so. It helps, however, if the behaviour is portrayed 
as meaningless or bizarre. An effective way to do this is to ignore the social 
context (p. 29)
It is arguably a common experience to fantasise about killing people as well as to let ones 
anger out through physical action, in particular if there is a context in which this makes 
sense (e.g. in the wake of family history, bullying, sense of frustration in a difficult social 
situation, etc). However, by constructing the individual in terms of his/her ‘voices’ or 
‘psychosis’ only, a sense of an uncontrollable individual is created -  someone who reaets
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reported to express the consideration of ‘hurting’ someone, although the authors explicitly 
state so. Whilst using the person-centred quotes to illustrate participants’ accounts, these 
same accounts are re-constructed as ‘extreme’.
Conclusion
Throughout the texts, authors explicitly use person-centred discourse and empiricist 
discourse, and often implicitly made use of an empiricist discourse when they depicted, 
clarified and analysed the discursive ‘objects’ towards which they were focusing. This 
seemed to serve a variety of functions, the most prominent of which was to construct a 
version of participants accounts wherein ‘voices’ and those who hear them fitted a 
previously determined world view. The way in which this was successfully achieved, 
however, was through a mixture of discourses and claims, which on the one hand 
conveyed a holistic, post-modern, critical and person-centred discourse, and on the other 
a reductionist, empiricist discourse. The reference to treating the individual holistically 
can be seen as “institutional rhetoric” (Mithcell, 2007, p. 21) which portrays the 
researchers as holistic, insightfiil and person-centred while also serving to detract 
attention from -  for example -  the enterprise of fitting in the individual and his/her 
experiences to predetermined categories of experiences.
The empiricist discourse often provided ‘voices’ with a given ontological status as a 
categorically distinct experience, sometimes within a range of ‘symptoms’, which where 
all ‘evidence of a disorder’ (psychotic illness), or as categories, which denoted clear cut 
‘gender differences’, relational aspects pertaining to ‘power’ or ‘extremes of emotion’.
An added element in the discourse of constructing the individual who hears voices as 
experiencing fundamentally distinct (extreme) ‘emotions’ or distress (e.g. suicide) is the 
erroneous assumption of ‘sameness’ or homogeneity amongst the members of ‘the other’ 
group -  the researchers, the psychologists, the general population -  so that the ‘psychotic’ 
group is represented as ‘monochromatic’ (Benning, 2007), denying or minimizing its 
diversity.
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Whilst there are various instances in the texts, such as in Chin et al.’s who do recognize 
that “not all individuals find this experience distressing” (p. 13, line 504) and that “wider 
social contexts such as stigma also appeared relevant” (p. 13, line 504) from the accounts 
of their participants, I wonder about the wider consequences of these qualitative accounts 
as reviewed in this paper. These qualitative texts seem to succeed on one level at the 
desirable effect of being person-centred whilst simultaneously and perhaps paradoxically, 
fragmenting their accounts down into observable, reproductible, predictable, and 
universal categories or theories, and in fact creating an opposite effect by having to go 
through all that fragmentation in order to understand. In this manner, these texts create 
not a sense of a holistic framework, but more a recreation of previous orthodox accounts 
of voice hearing. I also wonder whether these texts, whilst promoting the views of 
‘service users’ and voice hearers with the aim to create something that is relevant to them, 
paradoxically promote a dependence on a specific model, which will be able to target 
particular variables of their voice hearing experiences, and in this way creating a potential 
pressure to advance or recover in certain ways (and likewise a fear of failure if  not fitting 
in to these particular predictions).
As Harper (1995) points out, speakers position themselves but they are also positioned by 
others and by the discourses in which they are embedded at that time. In other words 
“people ‘make’ discourse, but not in discursive conditions of their ‘own choosing’” 
(Harper, 1992, p. 352), it is important to note that this notion does not imply that speakers 
position themselves consciously or intentionally. The empiricist discourse may serve a 
legitimising purpose for the use of certain theories (e.g. evolutionary theory, relational 
fi-amework, cognitivist assumptions) and treatments (e.g. CBT). By utilising various 
degrees of person-centred discourses as ‘evidence’ for the often predetermined categories 
of experience, the empiricist discourse gained ‘validity’ and power of explanation. 
Fourteen years ago Parker et al. (1995) aimed to “open up the way to alternatives that 
would construct less pathologizing and more emancipating ‘realities’” (p. 93). The texts 
in this study often gave accounts of people through a person-centred discourse, which 
constructed the participant holistically. However, there is a structuring of the language in
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which the dominant medical discourse Teaks’ through to a greater or lesser degree within 
the texts. There are attempts at laying a blanket of “qualitative philosophy” upon the vast 
plains of biomedical talk and practice, but like lava emerging from the ground there is a 
sense of fragility in the qualitative discourse that gives way to a deeper and more forceful 
medical narrative.
By paying attention to the language of qualitative research and their construction of 
people who hear voices I have claimed that the discourses employed do not always stay 
person-centred. In fact, they often create certain reductionist categories of experience, 
which run the danger of becoming equally alienating of people’s own explanatory 
frameworks. If we are to gain insight in the way we practice with people that suffer from 
the voices they hear from such qualitative texts, the results of this study may warn us to 
not take for granted the status of language within such approaches, and to be aware of the 
potential effects on therapeutic practice.
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